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Abstract
Medicaid is the largest publicly funded health insurance program which influences the mental
health practitioners’ treatment of low income individuals (Altman & Frist, 2015; Rowland et al.,
2003). To understand how Medicaid influences mental health practitioners, this study utilizes
institutional theory by using the five propositions from Lammers and Barbour (2006) to analyze
how Medicaid’s communicative practices influence mental health practitioners who treat those
who are in poverty. Semi-structured interviews were conducted with 10 mental healthcare
practitioners who accepted Medicaid: two psychologists, five social workers, one psychiatrist,
and two psychiatric nurse practitioners. The results demonstrate how mental health practitioners
respond to Medicaid’s communicative practices by deviating their behavior within Medicaid’s
rules. Issues regarding adjusting paperwork, calling and begging with Medicaid offices,
constraining behavior during treatment, changing amount of clients, dealing with payment issues,
combating transportation issues, and not accepting Medicaid became prevalent when addressing
treatment for mental illness. The theoretical implications suggest Medicaid is not achieving its
institutional goals, and institutional beliefs are not always sustaining the institution. The practical
implication suggests Medicaid mental health practitioners are doing more work compared to
non-Medicaid mental health practitioners, which can lead to mental health practitioners not
accepting Medicaid.
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Chapter 1: Introduction & Literature Review
Poverty and mental illness have been a growing concern in the United States. According
to the National Institute of Mental Health Information Resource Center (2019), about one in five
adults in the U.S. are diagnosed with a mental illness, which is about 47.7 million Americans.
However, 72% of individuals who believe they need mental health treatment prefer not to seek
out treatment and prefer to solve their problems by themselves (Elliot et al., 2011). According to
the United States Census Bureau, 34.0 million Americans were living in poverty in 2019
(Semega et al., 2020). Poverty in the U.S. is constituted by an individual making less than
$13,064 a year or a family of four making less than $26,200 a year (Semega et al., 2020; U.S.
Department of Health & Human Services, 2020). Poverty can increase the risk of mental illness,
and mental illness can be developed through social, economic, and physical environments
(Elliott, 2016). When facing social, economic, or physical environmental inequities, mental
illness and poverty can be cyclical: If someone is currently experiencing poverty, they also are
likely to experience a mental illness (Elliott, 2016).
According to Elliot (2016), the poorest populations are the most at risk for mental health
problems. For instance, people who are in poverty are disproportionately affected by mental
illness compared to wealthier individuals due to more exposure to crime, violent offenses, and
intimate partner violence (Ridley et al., 2020). There are many challenges when providing
mental health to those in poverty (Goodman et al., 2013). According to Goodman et al. (2013),
individuals in poverty are less likely to seek out mental health treatment compared to their nonpoor counterparts. This may be caused by multiple practical barriers such as lack of insurance,
financial costs, transportation issues, and mental health practitioners’ unaccommodating hours
for low-wage workers (Goodman et al., 2013).
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In 2017, an estimated 28 million Americans were uninsured (Woolhandler &
Himmelstein, 2017), and the uninsured rate, as well as the number of insured citizens under
Medicaid in the U.S., has been increasing (Berchick et al., 2019). Individuals in poverty who do
not have health insurance have a significantly lower quality of life and a higher mortality rate
(Woolhandler & Himmelstein, 2017). However, individuals in poverty may qualify for Medicaid
and receive mental health treatment through insurance. Yet, not all mental health practitioners
accept Medicaid as a form of payment, and often fewer mental health practitioners are able to
offer services at lower rates (Goodman et al., 2013).
In 2012, the financial cost of mental illnesses in the U.S. was estimated at around $467
billion (U.S. Department of Health & Human Services, 2018). Medicaid spending increased to
$613.5 billion in 2019, and national health spending is projected to grow to $6.2 trillion by 2028
(Centers for Medicare & Medicaid Services, 2020). Medicaid is the largest public health
insurance, serving about 70 million beneficiaries or about 1 in 5 Americans (Altman & Frist,
2015). Individuals who are on Medicaid tend to have more access to care, financial security, and
unmet needs compared to those who are uninsured (Altman & Frist, 2015). According to Altman
and Frist (2015), individuals covered by Medicaid are more likely to seek out medical treatment
compared to uninsured individuals. The expansion of Medicaid services and eligibility lowers
the mortality rates for those in poverty who would not be able to get access to private insurance
(Woolhandler & Himmelstein, 2017).
Investigating Medicaid as an institution can help better understand how its
communicative practices impact mental health practitioners’ care for patients. Institutions are
defined as “constellations of established practices guided by enduring, formalized, rational
beliefs that transcend particular organizations and situations” (Lammers & Barbour, 2006, p.
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364). Medicaid can be considered an institution because it has its own established practices,
members, and beliefs that reflect the behaviors of the institution. An example of the established
practices would be the diagnosis and treatment of patients, which permeate all the healthcare
organizations and providers that accept and work with the Medicaid system. The Medicaid
offices would be an example of the members of the institution and which they carry the shared
belief of assisting people of low income. This thesis uses institutional theory’s five propositions
to study the communicative practices of Medicaid and their effects on mental health
practitioners’ provision of treatment to those in poverty. Institutional theory helps highlight how
communicative practices affect the treatment of patients with and without Medicaid.
This thesis also aims to analyze Medicaid’s communicative practices to better understand
mental health practitioners’ behaviors when treating individuals who are experiencing poverty.
In doing so, this study will analyze the routines, rules, and structure of Medicaid that mental
health practitioners must abide by while treating individuals who experience poverty and mental
illness in America. Institutional theory will help analyze how Medicaid affects mental health
service providers and their clients’ behavior to gain a better understanding of the social welfare
system. As this is a qualitative study, it will analyze the current behaviors of mental health
practitioners with their treatment of individuals in poverty.
The thesis’s four chapters discuss how those mental healthcare practitioners’ ability to
give care to individuals experiencing poverty are impacted by Medicaid. Chapter 1 presents the
argument for this thesis’s study by (1) examining the recent research on poverty in America and
poverty’s association with mental illness, (2) discussing the role Medicaid and mental health
practitioners have in treating and assisting those who have a mental illness and live in poverty,
then (3) using institutional theory as a framework for exploring Medicaid as an institution
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shaping the care and treatment mental health practitioners provide. Chapter 2 presents the
methods used for this qualitative study, the justification for the procedures, the recruiting
methods, and the data analysis for the project. Chapter 3 presents the findings, including the
themes that emerged from the 102 interviews to answer the research question. Chapter 4
discusses the practical and theoretical implications of the findings, limitations, and future
research on Medicaid, mental health practitioners, and how institutional theory can be further
explored.
Poverty and Mental Illness in America
Poverty and mental illness are multidimensional issues and can be associated together,
which can be demonstrated as an existing concern in the United States (Ridley et al., 2020).
Structural issues perpetuate poverty (Elliot, 2016); for example, individuals born into poverty
have a difficult time climbing the socioeconomic ladder to get out of poverty (Anakwenze &
Zuberi, 2013). Poverty also is associated with higher rates of mental health problems (Elliot,
2016). No definition can adequately conceptualize all boundaries associated with mental
disorders and mental illnesses (Gitterman & Heller, 2011). However, mental illness and mental
disorders are best described as continuums and degrees of severity when being assessed
(Kinsella & Kinsella, 2015). The DSM-V is a tool that assists clinicians (American
Psychological Association [APA], 2013) by providing a series of diagnostic criteria to help
clinicians and mental health practitioners distinguish mental healthfulness from mental illness; it
includes the considerations to be taken into account during a psychiatric evaluation (APA, 2013;
Stein et al., 2010). Importantly, a mental illness only becomes a healthcare need once it affects a
person’s cognitive and behavioral abilities to perform basic tasks (Kinsella & Kinsella, 2015).
In the case of poverty, mental illnesses can be cyclical (Anakwenze & Zuberi, 2013).
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Once an individual experiences mental illness or poverty, it can be difficult not to experience the
other (Anakwenze & Zuberi, 2013). Anakweze and Zuberi (2013) found that low income
individuals who endure high amounts of stress experience a need for mental health resources. By
not having access to treatment centers, the cycle of poverty and mental illness is likely to
continue (Anakwenze & Zuberi, 2013). Mental illness may be caused by biological, external,
non-biological, and environmental reasons or internal factors (Elliott et al., 2011). More
specifically, someone can be born with a mental illness, or the environment surrounding
someone can exacerbate or even perpetuate their mental illness (Elliott et al., 2011). For instance,
environmental factors, such as crime or residing in a low income community, may be causally
related to an individual’s mental illness (Elliott et al., 2011). Other mental health conditions,
such as schizophrenia, depression, or others, can be triggered by a low financial state or by
poverty (Hudson, 2005).
Individuals who experience a mental illness may treat their mental illness in a variety of
methods (Kazdin & Blase, 2011). Individuals may treat their mental illness by self-help,
meditation, or mental health therapy (Kazdin & Blase, 2011). Those who provide mental health
therapy to individuals for a mental illness could be social workers, psychologists, psychiatrists,
or nurse practitioners (Morant, 2006). Each practitioner has a unique role and a unique
perspective when treating a mental illness (Morant, 2006). For instance, a psychiatrist’s role may
be to administer medication; whereas, a psychologist may only conduct and have expertise in
psychotherapy when treating an individual for a mental illness (Kazdin & Blase, 2011).
However, one common goal of mental health practitioners is to establish a working relationship
and implement changes that alleviate patients’ mental illness (Morant, 2006).
In summary, the United States has an existing concern with those who are experiencing
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poverty and mental illness. Poverty can increase the possibility of mental health problems (Elliot,
2016). With that, mental health concerns can arise from a multitude of factors (Elliot, 2016).
Individuals who experience a mental illness may seek out assistance from a mental health
practitioner (Kazdin & Blase, 2011). Mental health practitioners use the DSM-V to diagnose
their clients (APA, 2013; Stein et al., 2010). Additionally, mental health practitioners aim to
alleviate mental illness in their patients through psychotherapy and medications (Kazdin &
Blase, 2011). One primary program for providing assistance for low income individuals with
public health insurance is Medicaid (Altman & Frist, 2015).
Medicaid and Mental Illness
Medicaid is the largest health insurance program in America and collaborates with mental
health practitioners to assist those in poverty (Medicaid.gov, 2021). To understand the influence
of Medicaid on mental health practitioners’ treatment of patients, knowing the history of how
Medicaid evolved to encompass mental health can help illustrate how Medicaid’s
communicative practices formed and impacted the mental health practitioners’ behaviors.
Currently, Medicaid is the primary health insurance for individuals who are low income, elderly,
or people with disabilities (Altman & Frist, 2015). It provides a wide range of services for low
income individuals, and certain services assist those who have a mental illness, including
inpatient and outpatient services, hospital services, dental care, telemedicine, behavioral health
services, and many others (Buchmueller et al., 2014; Medicaid.gov, 2021).
Since its beginning in 1965, Medicaid has fundamentally changed the U.S. public
healthcare system by becoming the largest public insurance provider (Altman & Frist, 2015).
Throughout the decades, Medicaid has evolved and expanded in popularity and in funding to
encompass mental illness through the creation of the Mental Health Systems in 1980 (Gruber,
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2003). Medicaid was then again expanded in 1996 through the Mental Health Parity and
Addiction Equity Act (MHPAEA) and in 2013 through the Affordable Care Act (ACA). The
ACA aimed to provide affordable health insurance to more people, especially those in oppressed
communities (Medicaid.gov, 2021). Even with its expansion through the ACA, Medicaid
restricts the behavior of mental health practitioners through limitations of the number of sessions
or through diagnosis (Kemmerer, 2021).
Mental health practitioners work with Medicaid to treat individuals who experience
mental health and poverty. Mental health practitioners, such as social workers and psychologists,
are essential for helping low income individuals experiencing mental illness (Anakwenze &
Zuberi, 2013). Those who seek help with a mental health practitioner are more likely to cope
with their mental illness and alleviate poverty (Anakwenze & Zuberi, 2013). However,
perceptions of socio-economic status tend to interfere with therapeutic relationships (Smith et al.,
2013). In a hypothetical experiment, practitioners were assigned hypothetical clients to
investigate how social class influences therapeutic impressions. The results showed mental
health practitioners were less inclined to treat low income patients compared to clients of other
socio-economic statuses. Because all individuals using Medicaid come from lower socioeconomic statuses, Smith et al.’s (2011) findings suggest, it is harder for Medicaid recipients to
find a provider. Barnett et al. (2018) suggest that as the number of mental health practitioners
who accept Medicaid decreases, satisfaction among Medicaid recipients will also decrease
(Barnett et al., 2018). Overall, mental health practitioners have a significant role when treating
low income individuals as they greatly influence the treatment of Medicaid clients.
Medicaid was established as federal public health insurance for people who are low
income and disabled. However, each state is responsible for administering Medicaid; therefore,
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each state has additional regulations that guide the Medicaid system (Altman & Frist, 2015). In
other words, the U.S. federal government approves the general guidelines states are required to
follow for Medicaid, but the states have flexibility on certain policies such as covered services
and reimbursement rates (Altman & Frist, 2015). One example of this state-level flexibility is the
limitations on how many sessions an individual using Medicaid may receive. The federal
government does not specify how much treatment is required for mental health services;
however, for a Nevadan insured under Medicaid, individual therapy sessions require prior
authorization forms to be completed and submitted every 90 days (Kemmerer, 2021). In Nevada,
if additional therapy is requested, the mental health provider must submit progress reports that
include the number of sessions the client has attended (Kemmerer, 2021). Also, in Nevada, under
Medicaid, an individual may only receive one hour session per day and a maximum of 26
therapy sessions a year (Kemmerer, 2021). In Kansas, under Medicaid, an individual can be
limited to only 24 hours of sessions per calendar year, depending on their mental illness (Kansas
Department of Health and Environment, 2018). This may be problematic because a severe
mental illness, such as PTSD, may require more treatment (Mabey & Servellen, 2013). Without
the thorough sessions required to treat someone who is severely mentally ill, the patient may not
fully cope with their mental illness and may relapse (Mabey & Servellen, 2013).
Because Medicaid is a state-by-state program, I focused on the policies and restrictions in
the states included in this project: Nevada, Kansas, Minnesota, and Washington, DC. For
psychiatric and psychological care, specifically in Nevada, Medicaid will not cover an individual
if they are not diagnosed with a mental illness; therefore, mental health practitioners must
diagnose patients before they can treat the client (Kemmerer, 2021). Similarly, in Minnesota, a
mental health practitioner must conduct a diagnostic assessment within the first meeting with a
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patient to determine an individual’s eligibility for mental health services (Minnesota Department
of Human Services, 2021). These initial diagnostic assessments may lead to too hasty of a
diagnosis, which may, in fact, be a misdiagnosis. Further, practitioners must identify a diagnosis
that is covered by Medicaid when the proper diagnosis is not covered by Medicaid. To
compensate, mental health practitioners must find a similar diagnosis and provide treatment
under a recognizable diagnosis by Medicaid.
Mental health practitioners may face multiple obstacles when working with Medicaid
clients (Rowland et al., 2003). One obstacle is reduced payment or lower reimbursement rates
when working with Medicaid clients (Rowland et al., 2003). However, practitioners are given the
decision to refuse to work with the Medicaid program, to treat Medicaid clients “pro bono”
(DiPietro et al., 2014), or allow clients to pay out of pocket. Under Medicaid, the practitioner
may be faced with the decision to terminate the relationship with the client for financial reasons
even though they believe the client is mentally ill (Santoso et al., 2016). With these obstacles,
mental health practitioners may be reluctant to accept Medicaid as a form of payment.
Another obstacle mental health practitioners face, according to Gadbois et al. (2019), is
communication with state Medicaid offices. State Medicaid offices typically monitor the quality
of care Medicaid recipients receive. Many states encourage or require plans to increase quality
management practices. However, these plans and strategies have not been communicated well
with the practitioners within the states. Once practitioners received the message, Gadbois and
colleagues (2019) found mental healthcare practitioners viewed the new strategies to be
counterproductive by limiting or forcing inaccurate treatment. This poor communication between
practitioners and Medicaid offices created a lack of trust and frustration between the two, which
hindered the quality of care (Gabbois et al., 2019). The communication between managed care
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providers was significantly and positively related to practitioners’ satisfaction (Barbour &
Lammers, 2007).
The communication gaps not only affected Medicaid offices and mental health
practitioners, but they also impacted Medicaid beneficiaries. According to Gadbois et al. (2019),
not receiving proper communication from Medicaid offices ultimately hindered beneficiaries’
treatment plans. Gadbois et al. (2019) suggested that improving communication between
providers, the Medicaid offices, managed care plans, and beneficiaries would increase the quality
of care. Managed-care plans typically communicated directly with Medicaid beneficiaries
through mailings; however, many beneficiaries were not aware of these communication efforts.
Overall, improving communication among Medicaid offices, mental health practitioners, and
beneficiaries can improve treatment and satisfaction (Gadbois et al., 2019).
To summarize, Medicaid was established in 1965 to assist individuals in poverty and low
income in the U.S. (Altman & Frist, 2015; Buchmueller et al., 2014). Even when Medicaid
recipients have access to mental health practitioners, there is a need for improved communication
among providers, Medicaid offices, and recipients to increase the quality of care (Gadbois et al.,
2019). Medicaid currently inadvertently restricts treatment by mental health practitioners on
Medicaid beneficiaries. Managed care providers have a significant influence on healthcare
practitioners (Barbour & Lammers, 2007). Therefore, it is imperative to investigate how mental
health practitioners respond to Medicaid’s communicative practices because it impacts how
mental health practitioners treat their clients.
Institutions and Organizations
Institutional theory can improve understanding about how Medicaid influences mental
health practitioners by providing insight on how institutions (like Medicaid) affect organizations
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(like mental health agencies) and the actors within those organizations (like the mental health
practitioners). In order to illustrate how Medicaid is an institution and how the communicative
practices of Medicaid influence mental health practitioners’ treatment of low income individuals,
this subsection will first explain the definition of institutions, connect the definition of
institutions to Medicaid and demonstrate how Medicaid is an institution. Next, this subsection
will describe institutional theory with its five propositions and relate them to Medicaid. Then,
explain the definition of organizations and how mental health agencies meet the definition of
organizations, and lastly, this subsection will then illustrate institutional change.
Institutional Theory
Institutional theory, which consists of five propositions, rests on a set of essential
concepts important for analyzing and understanding how institutions have been accepted and
taken for granted within organizations (Lammers & Garcia, 2017). The key concepts include
communication, institutions, organizations, and institutional change. Consistent with institutional
theory, this thesis utilizes an organizational communication approach to define communication
as the process of one individual, group, or organization, attempting to form meaning with
another individual, group, or organization through the intentional use of verbal, nonverbal,
and/or mediated messages (Wrench & Punyanunt-Carter, 2015). The definition of
communication demonstrates that in organizational communication contexts, members of an
organization engage with one another to create shared meaning. Within institutional theory’s
framework, communication is a process unfolding between organizations and the individuals
who participate within the institution.
Institutions are “constellations of established practices guided by formalized, rational
beliefs that transcend particular organizations and situations” (Lammers & Barbour, 2006, p.
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364). Fundamentally, institutions are sustained by communication and are a set of observable,
formalized practices and beliefs that reflect a rational purpose, are enacted by individuals, and
may change slowly over time (Lammers & Barbour, 2006). Institutions are distinguishable by
consisting of six components (Lammers & Barbour, 2006; Lammers & Garcia, 2017). The first
component of an institution consists of observable behavior that is consistent among a group or
organized setting (Lammers & Barbour, 2006). The second and third components include
institutional actors (or members) who understand and enact the institution’s established beliefs.
Fourth, institutions change slowly; once institutional members perceive beliefs as established
norms, the established norms become difficult to change (Lammers & Barbour, 2006). Fifth, an
institution’s communication tends to be formalized, written, and archived (Lammers & Barbour,
2006); for instance, their formal rules and regulations are written down, stored, and used when
necessary. Finally, an institution has a rational purpose guiding members’ behaviors towards a
specific goal (Lammers & Barbour, 2006; Lammers & Garcia, 2017).
Medicaid meets the six components of an institution (Lammers & Barbour, 2006;
Lammers & Garcia, 2017). First, Medicaid has observable behaviors across group settings, such
as requiring the diagnosis and treatment of clients. The second and third proponents are
attributed to Medicaid because it has institutional beliefs and actors, such as mental health
practitioners who attempt to carry out those beliefs. Fourth, Medicaid is slow to change; for
instance, Medicaid has evolved slowly over 80 years to encompass mental health (Altman &
Frist, 2015; Gruber, 2003). Fifth, Medicaid’s rules are written down: The federal government
and each state have a set of rules for Medicaid practitioners to follow (Medicaid.gov, 2021).
Lastly, Medicaid has a rational purpose or goal guiding its members: to provide medical
assistance to people of low income (Medicaid.gov, 2021). Therefore, Medicaid can be
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understood as an institution through these six components.
All six components defining an institution, according to Lammers and Barber (2006)
include aspects of actors, behaviors, and beliefs. To elaborate, the institution of Medicaid has
actors or people who sustain the institution through their work and communication. Individuals
who accept the rules and reproduce the rules through communication tend to become members or
actors of the institution. Next, an institution’s beliefs are reflected by the actors’ behaviors.
Institutions involve actors who carry beliefs, which are described as cognitive and emotional
choices within the institution. Beliefs are almost always explicitly stated among actors through
communicative practices (Lammers & Barbour, 2006). Third, behaviors and communicative
practices help define institutions. Communicative practices are “day-to-day practices enacted,
endorsed, routinized, and recorded that sustain institutions largely (though not solely) through
organizing” (Lammers & Barbour, 2006, p. 364). In other words, communicative practices are
daily activities that are upheld by the members and can become customary. Individuals’
communication practices within the institution help sustain institutions such as Medicaid.
Communication and communicative practices are similar as they both sustain institutions and
create meaning; however, the difference between the two lies where communicative practices are
enforced and established by the institution and executed by actors and members. Communication
is a process; communicative practices are actions enforced by the institutions. By perceiving
Medicaid as an institution with actors, behaviors, beliefs, communication practices, and
sustained through communication, institutional theory can be used to analyze how mental health
practitioners are conforming to Medicaid.
The five propositions within institutional theory provide an explanation for how
communication patterns and behaviors become norms and how norms influence organizations
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(Lammers & Garcia, 2017). The first proposition states “Communication sustains institutions”
(Lammers & Barbour, 2006, p. 364). Lammers and Barbour (2006) argue institutions are
communicatively constituted through established beliefs and practices. Communication sustains
institutions as individuals identify with the established beliefs and communicative practices of
the institution. Because beliefs become established and accepted as norms, institutions are slow
to change. These beliefs and communicative practices demonstrate that institutions are sustained
over time through members’ rule-following practices (Lammers & Barbour, 2006). Lawrence
and Subbady (2006) argued that those who follow established rules become members of the
institution inadvertently, and members uphold an institution by following the institutional rules.
As individuals within institutions follow the rules through communicative practices, these rulefollowing practices display how institutions are slow to change (Lammers & Barbour, 2006).
The first proposition provides insight and understanding of how Medicaid’s
communicative practices influence mental health practitioners by relating to the rule-following
which sustains the institution. For instance, Barbour and Lammers (2007) found institutional
beliefs can influence practitioners’ perception of communication with organizations that manage
care. Communicative practices and beliefs enforce established rules within the institution
(Lammers & Barbour, 2006). An example of Medicaid’s communicative practice is how mental
health practitioners must diagnose and treat patients (Kemmerer, 2021), which is related to the
belief that Medicaid assists people of low income (Kemmerer, 2021). Diagnosis and treatment
have become established rules of Medicaid (Kemmerer, 2021) and developed into a norm by
those who believe diagnosing and treating can alleviate mental illness. Furthermore, the beliefs
and practices among the mental health practitioners help establish the institution of Medicaid.
This proposition is pertinent to this thesis because mental health practitioners communicate with
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Medicaid and uphold the institution of Medicaid by using its communicative practices while
challenging Medicaid’s beliefs and norms.
The second proposition states “Communication aligns organizing with institutions”
(Lammers & Barbour, 2006, p. 365). This proposition builds on the first proposition by arguing
that individuals within the institution who accept the rules will communicatively reproduce the
institutional rules (Lammers & Barbour, 2006). Rules are “arrangements that are fixed,
established, or enduring, as in institutionalized practices” (Lammers & Barbour, 2006, p. 358).
Institutional members tend to conform to the rules and endorse them. Therefore, institutions
guide decisions and their members’ behavior through rules. Institutions desire to have their
members reproduce its rules and communicative practices. Therefore, institutions will try to
move their members towards conformity (Lammers & Barbour, 2006). For instance, Barley and
Tolbert (1997) illustrated how organizations conform to institutions through scripts,
socialization, and then patterns.
Institutions also may constrain change and performance decision-making to gain
conformity from their members (Lammers & Barbour, 2006). Institutions may do this by
establishing norms that can be generally accepted but limit the innovation of new policies
(Lammers & Barbour, 2006). The second proposition helps focus on how Medicaid guides
decisions and behavior through rules and how mental health practitioners communicatively
reproduce and conform to Medicaid’s rules. For instance, a mental health practitioner may
follow Medicaid’s established rule about how many treatment sessions an individual of low
income may receive (Kemmerer, 2021). This demonstrates how mental health practitioners
reproduce established rules through their communicative practices, which can limit change.
The third proposition of institutional theory states “Institutions operate in organizing
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through formal communication” (Lammers & Barbour, 2006, p. 365). This explains that beliefs
reflect behavior, and beliefs within institutions are almost always explicitly stated or written
down when there is a need to transport the rules across the institution or occurrences of dispute
(Lammers & Barbour, 2006). In Nevada, one belief is that Medicaid beneficiaries can cope with
mental illness by providing only one treatment per day (Kemmerer, 2021). Another method used
by institutions to formalize or change rules is through disputes (Lammers & Barbour, 2006),
such as those that have occurred between lawmakers (Frank et al., 2003). For this study, the third
proposition helps explore how rules shape beliefs among mental health practitioners and how
mental health practitioners may dispute or challenge Medicaid’s established rules. If mental
health practitioners dispute Medicaid’s established rules, they may adjust their behavior.
The fourth proposition states, “[t]he success of boundary-spanning communication
depends on the presence of institutions” (Lammers & Barbour, 2006, p. 366). This proposition
concerns itself with how successful institutions span their rules with organizations and outside
environment, or more specifically, how well the institution gets organizations to conform to it
(Lammers & Barbour, 2006). An example of how Medicaid communicates with its environment
is Nevada’s Medicaid claim that it is a “community-based” institution providing community
resources and collaborating with other community resources, friends, and family of Medicaid
recipients (Kemmerer, 2021). This thesis can investigate how successful Medicaid’s institutional
rules span across agencies and affects outside mental health agencies and departments.
Medicaid’s communication and communicative practices span mental health practitioners,
recipients, and the community. This demonstrates “[t]he success of boundary-spanning
communication depends on the presence of institutions” because established practices are clearly
communicated to mental health practitioners and their communities.
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Finally, the fifth proposition states “Institutional hierarchy is manifested in organizing”
(Lammers & Barbour, 2006, p. 367). In other words, certain members within an institution are
more restricted or bound to the institution’s rules compared to others (Lammers & Barbour,
2006). For instance, Barbour and Lammers (2007) demonstrated how institutional power in
healthcare communication is unevenly distributed among an organization. Specifically,
healthcare representatives were not bound to the same institutional rules as healthcare
professionals. The healthcare representatives held institutional power by how their
communication influenced the overall care and satisfaction of the healthcare professionals
(Barbour & Lammers, 2007). This thesis can investigate the fifth proposition by examining who
holds institutional power and how institutional rules are not evenly distributed among the
organizational members.
In summary, institutional theory consists of five propositions that offer an understanding
of communication within institutions (Lammers & Barbour, 2006), which can provide insight
into Medicaid’s communicative practices and mental health practitioners’ behaviors. Institutional
theory posits that (1) communication sustains institutions, (2) communication aligns organizing
with institutions, (3) institutions operate in organizing through formal communication, (4) the
success of boundary-spanning communication depends on the presence of institutions, and (5)
institutional hierarchy is manifested in organizing (Lammers & Barbour, 2006). Therefore,
institutional theory will be used to investigate how Medicaid’s communicative practices impact
mental health practitioners’ behaviors to assist those who are in poverty.
Organizations
One defining feature of organizations is they are “social collectives that pose particularly
complex communicative issues” (Mumby & Stohl, 1996, p. 56). In other words, organizations
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are not solely economic entities but also are communication phenomena in which problems arise
when organizational members interact (Mumby & Stohl, 1996). For this thesis, mental health
agencies are the organizations, and organizational members are the mental health practitioners.
To elaborate on the definition of organization, members must engage in communication that, in
turn, constructs a complex, diverse system of meaning (Mumby & Stohl, 1996). For example,
mental health agencies communicate with each other and with Medicaid, and issues may arise.
Examples of communicative issues among actors and members of the organizations are
relationships among work stress, social support, or job burnout (Mumby & Stohl, 1996).
Therefore, organizations, such as mental health agencies, can be perceived as communication
phenomena and not only economic entities.
Organizations are influenced by institutions, and institutional communication patterns can
become norms for organizations (Lammers & Garcia, 2017). Organizations, like institutions,
have rules, norms, and beliefs by which members abide (Lammers & Barbour, 2006). Yet,
organizations rely on institutions and conform to institutional norms and communicative
practices (Lammers & Barbour, 2006). In other words, organizations may repeat the application
of institutional rules, suggesting organizations are a subset of institutions, and institutions are
independent of organizations (Lammers & Barbour 2006; Lammers & Garcia, 2017). In
summary, Medicaid can be seen as an institution, mental health agencies as organizations, and
mental health practitioners as members within organizations collaborating with Medicaid.
Institutional Change
This thesis aims to understand how mental health practitioners respond to and are
impacted by Medicaid’s communicative practices. Therefore, a pertinent aspect of this thesis was
understanding whether (and if so, how) mental health practitioners change their behavior within
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the institution of Medicaid. A change of behavior is known as institutional change, a “process
through which the adoption of new practices is achieved” (Maguire et al., 2004, p. 669).
Institutional change requires organizational members to change power and interests (Maguire et
al., 2004). Maguire et al.’s (2004) ideas about institutional change align with institutional
theory’s second proposition about how members conform to institutional rules and the slowchanging nature of institutions (Lammers & Barbour, 2006). Institutional change occurs through
actors, rules, and undermining assumptions and beliefs (Lawrence & Suddaby, 2006). Thus,
mental health practitioners who undermine Medicaid’s assumptions and beliefs may create the
opportunity for changing Medicaid’s communicative practices.
Summary and Statement of the Research Question
With the prevalence of poverty and mental illness, there is an urgency to investigate how
Medicaid impacts mental health practitioners who treat people who experience mental illness and
live in poverty. Without addressing these problems, more lives will be impacted by these cyclical
problems (Anakwenze & Zuberi, 2013). With institutional theory as a framework, Medicaid is
understood as an institution, mental health agencies as organizations, and mental health
practitioners as actors. Medicaid’s communicative practices are carried out by members (or the
mental health practitioners) who adhere to Medicaid as an institution (Lammers & Barbour,
2006). Medicaid’s rules and communication practices, such as the number of sessions,
diagnosing procedures, and paperwork, influence mental health practitioners’ behaviors and the
treatment they can provide clients. Therefore, analyzing Medicaid’s communicative practices in
terms of how they affect mental health practitioners’ provision of care can help Medicaid achieve
its institutional goal of aiding people who experience mental illness and are low income. Thus,
the following research question is offered:
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RQ: How do the communicative practices of Medicaid influence mental health practitioners’
treatment of their clients?
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Chapter 2: Methods
To best answer the research questions, an interpretivist qualitative approach was
conducted to provide a better understanding of the communicative practices of Medicaid and
how they influence mental health practitioners. Interviews were conducted to collect in-depth
information about how mental health practitioners understood Medicaid’s communicative
practices and how they felt Medicaid influenced their treatment of clients who experience mental
illness and poverty. During each interview, I maintained a deliberate naïveté stance to not
interfere with the participant’s original thoughts or ideas and avoid showing a strong emotional
position on the topic (Kvale, 1996). During each interview, I maintained an open mind in order
to find unexpected results. This interpretivist qualitative approach was an appropriate approach
as it allowed space for participants to voice their opinion and allowed me to gather rich original
information (Tracy, 2013).
I conducted semi-structured interviews. I used a formalized set of questions, similar to a
structured interview, to ask pre-planned open-ended questions (e.g., Does poverty create a stigma
or norm for patients? What is it? Can you tell me about that?). But, like an unstructured
interview, the semi-structured nature allowed me to ask open-ended questions and follow-up
questions when necessary (e.g., Can you elaborate more on how that stigma influences your
treatment?; Manning & Kunkel, 2014). Follow-up questions allowed me to get more depth on a
particular question or topic. (See Appendix A for the complete interview protocol).
Participants
To qualify for this study, participants needed to be a certified mental health practitioner
working with clients who directly experienced poverty. Twelve people participated in this study:
four males and eight females. However, two participants (one male and one female) were not
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included in the study because the analysis was refocused solely on Medicaid clients, and the two
participants did not treat Medicaid clients. The participants’ demographics, including ethnicity,
sex, occupations, and the number of Medicaid clients typically seen by each participant, are
summarized in Appendix B. Participants did not necessarily need to accept Medicaid to have
qualified for this study. Of the 10 participants, nine reported they accepted Medicaid, and one
participant reported they did not accept Medicaid.
Recruitment started by contacting a variety of mental health practitioners from Nevada,
then was expanded to other states and locations, including Kansas, Minnesota, and Washington,
DC. First, I contacted agencies in Nevada and Kansas and attempted to interview mental health
practitioners. I asked potential participants to reach out to me if they were interested in
participating in the study. I also attempted to recruit potential participants on Facebook. After not
receiving any participants from the agencies or Facebook, Dr. Marcal provided a list of mental
health practitioners to contact directly. I contacted every practitioner on the list; a few agreed to
be interviewed. After interviews, I used snowball sampling to gather information of other mental
health practitioners in Las Vegas; Minnesota; Washington, DC; and Kansas to attempt to conduct
interviews with additional mental health practitioners. Interviewees also were given my contact
information and were encouraged to share it with others. Emails and recruiting materials can be
found in Appendix C.
Once a potential participant expressed interest in the study, I emailed them a web link to
the informed consent form and demographic questionnaire via Qualtrics (see Appendix D). The
potential participant opened the weblink and read the purpose of the study, the risks and benefits
of the study, and signed the informed consent form. Then, they were presented with the
demographic questionnaire to answer. After finishing the demographic questionnaire, I emailed
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the participant a doodle poll to schedule a time for the interview that was convenient for the
participant. At the end of each interview, to continue the snowball sampling, I asked the
participant if they knew any mental health practitioners who would be interested in participating.
Procedures
I conducted interviews remotely and recorded them using Zoom video conferencing and
audio recorded on iPhone in case Zoom experienced a technical problem and did not record the
interview. Fortunately, Zoom successfully recorded each interview, and the iPhone recordings
were never needed. Johnson et al. (2019) argued online interviews were not significantly
different from in-person interviews. Online interviews may be necessary or advantageous in
certain circumstances (Johnson et al., 2019). I selected Zoom video conferencing because Zoom
users reported higher satisfactory experiences – higher than alternatives to conduct qualitative
interviews; it also was preferred due to its relative ease of use, data management features, and
security options (Archibald et al., 2019). Zoom was accessible by phone, tablet, and computer
for the participants. Zoom was a time-saver because neither the participants nor I needed to
travel for the interviews, so it facilitated long-distance interviews with participants all across the
country (Gray et al., 2020). However, there are limitations and disadvantages when conducting
interviews over Zoom. Zoom required an extra $200 monthly subscription for added-on
modifications, such as transcription services (Gray et al., 2020). Additionally, there can be
technical difficulties when using Zoom (Gray et al., 2020). For example, when conducting one
interview, the participant was unable to hear me well, so I spoke unnaturally loudly during the
interview.
Prior to each interview, I printed each interviewee’s protocol questions. Depending on
how the participant answered the demographic questionnaire, the interview questions were
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tailored to accommodate if the participant accepted Medicaid or not. For example, if the
participant indicated on the demographic questionnaire that they did not accept Medicaid, they
were asked a different list of pre-planned questions (see Appendix A for the two sets of
questions). At the beginning of each interview, I confirmed the participant’s consent by asking
for their name and making sure they read, understood the risks and benefits of the study, and
signed the informed consent form. Next, I started recording the interview and building rapport
with the participant by asking questions such as “how are you doing?” and “what got you into
this profession?” From there, I used the list of pre-planned questions in numerical order but left
room for potential follow-up questions that pertained to the subject matter while taking
handwritten notes. The interviews ranged from 19 to 54 minutes (M = 35 minutes). The
interview transcripts ranged from 16 to 41 double-spaced pages totaling 289 pages altogether (M
= 24 pages). At the end of each interview, the participants were asked for a final confirmation
that everything they said could be used for this study. This was done because participants might
have realized they self-disclosed too much personal information and wanted some or all of their
answers redacted. The participants were given the choice to strike any part of the interview from
the record or remove it from the study entirely. The participants could withdraw from the study
at any time. No participant redacted answers or withdrew after the interview.
Data Analysis
After beginning the interviews, the data analysis began. First, Zoom transcribed the data,
and I verified and edited each transcription by reviewing and rewatching each recording. This
entailed documenting every word participants said during the interview and going back and
listening to each recording to ensure each word was transcribed correctly from the interview.
Participants’ nonverbal vocal interferences (e.g., “ahs” and “uhms”) were not included in the
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transcriptions. Data analysis continued throughout the interview process to determine when
saturation was reached. Corbin and Strauss (1990) described that saturation is reached when “no
new or relevant data seem to emerge regarding a category” (p. 212). Due to time restraints and a
lack of participants, I was unable to reach saturation. However, similar responses were emerging
from participants, but not enough to reach saturation. Once participants would answer questions
with similar replies, then data collection and the recruitment process concluded.
Coding is an essential process to make sense of qualitative data (Tracy, 2013). Coding is
defined as “the active process of identifying data as belonging to or representing some type of
phenomenon” (Tracy, 2013, p. 189). A code for this study was identified as data that represented
phenomena related to the research question, such as experiences relating to mental illness or
Medicaid. The codes helped clarify and streamline the richness of the data. Codes were first
recorded and kept in a codebook (see Appendix E). “A codebook is a data display that lists key
codes, definitions, and examples that are going to be used in your analysis” (p. 191) which helps
researchers and team members apply codes consistently in the same data set (Tracy, 2013).
The coding process occurred through five steps. The first step was to read the transcripts
several times to examine the data and capture the true essence of participants’ words and phrases
(Tracy, 2013). Reading over the transcripts allowed me to organize and reflect on the data
(Tracy, 2013). I organized the data by keeping each transcript from each interview separate in a
respective Google document. Additionally, I kept the physical copies of the handwritten notes of
each interview in a binder, which I looked over in between each interview. I looked over the
notes of each interview intermittently to immerse myself in the data. Initially, each participant’s
response was read individually before codes were applied to each response.
After reading the transcripts, the second step in the coding process was to perform open
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coding. Open coding was used by looking at the entire data set with “an eye toward identifying
recurrent themes” (Manning & Kunkel, 2014, p. 162). Open coding started after I conducted a
few interviews. To help with open coding, I used an iterative coding approach which “alternates
from emic, or emergent readings of the data and an etic use of existing models, explanations, and
theories” (Tracy, 2013, p. 202). Tracy (2013) describes emic as an understanding of a scene from
the participant’s point of view within the context, and in contrast, etic refers to how theories
determine and frame the meaning of behavior. Etic refers to how researchers understand or
describe behavior. Therefore, while conducting the interviews and engaging in the first step of
the coding process, I kept the propositions of institutional theory in mind while listening to the
participant’s point of view. This helped identify how Medicaid’s communicative practices
influenced mental health practitioners.
The third step in the coding process was constant comparative analysis. This was used “to
compare the data applicable to each code, and they [researchers] modify code definitions to fit
new data (or else they break them off and create a new code)” (Tracy, 2013, p. 190). It allowed
me to revisit codes developed during open coding and then review and modify them when
necessary (Tracy, 2013). After conducting a few interviews, I compared the previously
established codes with the new data from the new interviews. Following the constant
comparative analysis, I contrasted the codes and data from each participant to show the validity
and reliability of the data.
The fourth step was axial coding. “Axial coding is the process of reassembling data that
were fractured during open coding” (Tracy, 2013, p. 195; Strauss & Corbin, 1998). This was
used to condense the codes into common themes and to understand the codes in their context.
There exists a certain degree of overlap between themes and codes, but differences exist between
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the two. Codes go through axial coding to link together through commonalities to make up the
relationship of a theme (Tracy, 2013). A theme can be defined as “particular categories that arise
from the scene or from extant literature/theory and around which the reported data are
organized” (Tracy, 2013, p. 272). In other words, a theme is an overarching category that
constitutes the relationships among codes (Tracy, 2013). A theme for this project emerged when
data became saturated and commonalities arose. The relationship between codes formed a theme
once they grouped together with commonalities to answer the research question. The themes for
this project directly aligned and helped answer my research question. Axial coding helped
analyze the data to see how codes fit into themes which helped answer the research question.
To demonstrate how my data analysis moved and transformed throughout the opencoding, constant comparative, and axial coding, I offer an example. First, if a participant
mentioned how much they spent time calling and begging with Medicaid offices to advocate for
their clients, I coded that as “Calling Medicaid Offices.” From there, this example of a code was
collected and grouped under the theme of “Calling and Begging With Medicaid Offices” because
of the relationship and connection of the code relating to other similar codes where participants
mentioned calling or begging with Medicaid offices. The calling Medicaid offices seeking
approval was an example of a communicative practice of Medicaid. A second example is of a
theme that was initially too broad and needed refining. Initially, a theme called “Flexibility
During Sessions” was developed, but it did not answer the RQ. However, further axial coding
was used, which led to modifying the theme to “Constraining Behavior During Treatment.”
Additionally, certain codes were made during the initial data analysis and were cut in the final
findings. For instance, phrases relating to education and housing were prominent in the
interviews. However, the codes of education or housing did not directly answer the RQ and were
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omitted from the thesis’s findings.
The fifth and final step to this coding process was consulting others, specifically my
advisor, Dr. Tara McManus, during my data-emerging phase (Tracy, 2013). The data-emerging
phase is where findings may appear within the data (Tracy, 2013). Consulting other researchers
helped make sense and consider a variety of interpretations (Tracy, 2013). The goal of this was
to marinate and reflect on the data while reserving judgments and biases about the data (Tracy,
2013). This also allowed us to collaborate and agree with the emerging themes.
Validity
Validity, or “how accurately the account represents participants’ realities of the social
phenomena and is credible to them” (Creswell & Miller, 2000, pp. 124-125), was taken into
consideration in this study. Validity was shown by peer debriefing with Dr. McManus, who
challenged my assumptions of themes and helped call attention to my biases by asking difficult
questions and interpreting the data individually (Creswell & Miller, 2000). Additionally,
providing a thick, rich description of each interview through data and by giving detailed accounts
helped produce the experience that is described in the thesis (Creswell & Miller, 2000). A thick
and rich description helped provide validity and credibility because it provides readers the
feeling that they experienced the study (Creswell & Miller, 2000). Lastly, I left an audit trail (see
Appendix F) to show when I scheduled my interviews, my process of transcribing the data in the
codebook, my coding process, and my coding decisions (Tracy, 2010). By providing an audit
trail and codebook, it demonstrated transparency through clear documentation of all research
decisions and activities (Tracy, 2010).
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Chapter 3: Findings
This qualitative study aimed to answer one research question: How do the communicative
practices of Medicaid influence mental health practitioners’ treatment of their clients? To
reiterate, institutional communicative practices are daily activities upheld by the members, which
consequently can become customary (Lammers & Barbour, 2006). Examples for mental health
practitioners include completing prior authorization forms, treating clients, diagnosing clients,
and assessing the severity of the client’s mental illness. Seven themes emerged describing how
Medicaid’s communicative practices influenced mental health practitioners: (1) adjusting
paperwork and forms, (2) calling and begging with Medicaid offices, (3) constraining their
behavior during treatment sessions, (4) changing the amount of clients, (5) dealing with payment
issues, (6) combating transportation issues, and (7) not accepting Medicaid. Overall, the
interviews revealed mental health practitioners’ coping methods for Medicaid’s communicative
practices provided a majority of drawbacks with slight benefits regarding the treatment of low
income individuals.
Adjusting Forms/Paperwork
The first theme identified was adjusting forms/paperwork, which can be defined by how
mental health practitioners changed or manipulated the required paperwork to accommodate
patients’ needs. This theme demonstrates how mental health practitioners responded to
Medicaid’s communicative practices. Medicaid governs the lengths of sessions, types of
treatments, certain diagnoses, and the number of sessions Medicaid beneficiaries may receive
(Kemmerer, 2021). Once mental health practitioners became aware of this, they responded by
adjusting forms and paperwork to provide more sessions and treat clients who were originally
denied treatment. This theme entailed four codes: adjusting prior authorization forms,
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manipulating the assessment forms, giving a client a diagnosis when they did not necessarily
need a diagnosis, and changing diagnosis for their clients.
Medicaid requires mental health practitioners to fill out prior authorization forms before
treating Medicaid clients (Kemmerer, 2021). Prior authorization forms are used to assess clients’
level and severity of mental illness and assist mental health practitioners when diagnosing
clients. When practitioners were asked during the interviews how Medicaid stopped them from
helping a patient, Ava, a social worker from Nevada, described feeling obligated to code
services, treatments, and diagnoses in certain ways in order to benefit the client. Ava explained
how she changed clients’ score-levels and the language she used on prior authorization forms.
Ava stated that a score-level assesses the level of severity of a mental illness, and Medicaid only
approves a certain number of sessions depending on the client’s diagnosis. By changing the
score-level, Ava often could gain more sessions with her patients, which allowed her to have the
number of sessions she believed her clients needed to help them with their mental illness.
However, she noted this did not always work because Medicaid has the final say and can still
deny services to a client. Ava then explained how she changed the language she used on the prior
authorization forms, so clients were not denied Medicaid services. Ava believed that if she did
not word the paperwork appropriately, Medicaid would deny treatment for her clients. Ava felt
obligated to make adjustments to prior authorization forms to ensure patients received treatment
through Medicaid.
During the interviews, mental health practitioners from Nevada specifically mentioned
that Medicaid does not adequately accommodate clients’ needs, so they felt obligated to
manipulate or adjust forms to accommodate their clients. When being asked if there was a rule of
Medicaid that could be changed to better assist people of low income, Fiona, a social worker
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from Nevada, talked about how she manipulated the patient assessment forms to treat clients
who might not qualify for treatment. “I can manipulate the matrix to get them [the clients’
assessment forms] into this box,” Fiona explained how Medicaid in Nevada has a rule that
practitioners can only treat someone who has a mental illness severe enough to qualify for
treatment but must fill out a matrix assessment form. By manipulating the form, she could help
the patient get approved by Medicaid. These instances illustrate the theme of adjusting
paperwork by demonstrating that practitioners acknowledged Medicaid’s communicative
practices influenced their treatment, and practitioners responded by manipulating the assessment
forms.
During the interviews, mental health practitioners acknowledged that Medicaid would not
allow treatment if the client did not have a diagnosis. In other words, practitioners are required to
diagnose people with an illness before providing treatment. Therefore, mental health
practitioners diagnose Medicaid clients with a mental illness even though the client might not
need one. For instance, Ava explained how she would give someone a diagnosis when they may
not have necessarily qualified for one:
We [mental health practitioners] are constantly having to give diagnoses that, you know,
are the most appropriate we can find that will qualify them for treatment but maybe aren’t
actually appropriate to the client. Because, you know, it’s maybe they’re not actually
quote-unquote sick enough to need a diagnosis. But we have to give one anyway, in order
to be able to treat them.
Ava described the conundrum of Medicaid requiring a diagnosis but also not wanting to provide
an irrelevant diagnosis for the patient’s symptoms, which made her feel obligated to adjust forms
to assign a diagnosis for each patient even though the client may not qualify for one.
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Participants mentioned that even when they gave a client a diagnosis, they sometimes
needed to change the diagnosis in order for Medicaid to acknowledge the diagnosis. Three
participants reported changing a client’s diagnosis due to Medicaid’s rules and communicative
practices. Emma talked about how she might change a patient’s diagnosis from what might be
more fitting for the client to something more acceptable for Medicaid in order for the client to
receive a certain type of therapy or longer sessions. Emma said by providing a client with longer
sessions or doing a particular type of therapy, she could better accommodate and treat the client’s
mental illness. Emma also believed that changing a client’s diagnosis or therapy influenced her
treatment of clients to fit Medicaid’s current rules and did not allow her to give “the best possible
care” she can to her clients. In another instance, Ava described sometimes adding diagnoses onto
a patient’s existing diagnoses to accommodate Medicaid’s rules and qualifications. She
explained that not all diagnoses are covered by Medicaid, and by adding others onto the existing
diagnosis allowed her to treat her clients when Medicaid would not cover them otherwise:
They [Medicaid] kind of pick and choose [which diagnosis gets approved] and then also
depends, like, for instance, they won’t cover ADHD as a primary diagnosis even though
we know that ADHD can have a significant impact on people’s lives and functioning and
often is linked to other mental health diagnoses like anxiety and depression. If their
anxiety or depression isn’t enough to qualify for one of those diagnoses, ADHD is not a
covered diagnosis because they consider it behavioral and mental health.
Fiona explained that mental health practitioners who work with Medicaid need to be cognizant of
all the diagnoses that can be approved or rejected by Medicaid. As Fiona said, if “you’re smart,”
the mental health practitioner will assign a diagnosis to a client that is covered in order for
Medicaid to accept the client for treatment. This rule influences Fiona to only use certain
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diagnoses for her clients:
They [Medicaid] like have certain diagnosis codes that we all know are not approved or
that you are not allowed to use. So, if you’re smart, you’re going to think what else could
they [the clients] have, and that’s what you’re going to use as their code. So, it does
change my diagnosis for a bunch of people because they’re [Medicaid] not going to pay
for it.
This quote from Fiona demonstrated that Medicaid only approves certain diagnoses, which
compels mental health practitioners to accommodate their diagnosis to Medicaid’s rules.
In summary, mental health practitioners adjusted Medicaid’s forms and paperwork to
respond to the institution’s communicative practices by coding things in “certain ways,”
manipulating assessment forms, changing the score-level, giving a client a diagnosis when they
did not necessarily need a diagnosis, and changing diagnosis for their clients. Ultimately,
adjusting clients’ forms and paperwork can result in a changed diagnosis, how clients are treated,
how many sessions a client can receive, and whether they are approved for services. Through
adjusting paperwork, mental health practitioners responded to Medicaid’s communication
practices regarding the number of sessions, diagnoses, and the type of treatment clients receive.
Calling and Begging with Medicaid Offices
Because Medicaid denies treatment frequently, mental health practitioners called and
begged Medicaid offices for hours to request services for clients who were denied treatment. The
time spent calling Medicaid impacted practitioners’ treatment because they were not directly
treating patients during the time they were on the phone. One participant called Medicaid offices
to learn whether a client was receiving services from another provider. Two participants
described calling Medicaid offices to dispute the rules applied to a previously denied client.
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Three participants reported frustration when communicating with Medicaid offices that disrupted
their treatment with their clients.
One of Medicaid’s rules is if a client is receiving services from another provider, the
services of the mental health practitioner could be denied, especially if billing for those services
occurs on the same day. Steve talked about calling to inquire if his client has been seeing another
provider at a different location. This was important for Steve because Medicaid practitioners
cannot bill multiple services on the same day. Steve talked about how frustrating these types of
calls were because the offices themselves would not always know if a client was seeing another
provider. If a client is denied services because of multiple billings, it could disrupt their
treatment and cause a relapse of their mental illness.
Two participants reported “begging” Medicaid as a way to dispute Medicaid rules. For
instance, Ava advocated for her clients’ treatment by calling and begging Medicaid offices when
Medicaid unexpectedly dropped her clients. Fiona explained that Medicaid does not provide
enough sessions for her clients, so she frequently calls to receive more sessions for clients who,
without the extra sessions, could relapse. With mental health practitioners begging Medicaid
offices for hours, they had less time to treat clients who were approved for services, which
impacted their ability to provide care to low income individuals with mental illness because they
were not accepting clients who were denied services.
Mental health practitioners also reported communicating with Medicaid offices to
continually demonstrate that clients qualify for treatment. For instance, Ava explained how she
constantly had to call Medicaid to show how one of her clients qualifies for treatment when
Medicaid initially disagrees with her. Medicaid might have denied treatment, but Ava called to
advocate for her clients and dispute Medicaid’s decisions because it was in the best interest of
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the client. Ava also explained incorrectly filling out the paperwork could deny treatments. When
this happens, she calls the Medicaid offices, and they tell her that she must wait for Medicaid to
approve services before she can treat her clients, which can take a while. If Ava must wait for
approval, her clients’ mental illness could relapse.
In summary, mental health practitioners communicating with the Medicaid offices
impacted the treatment of Medicaid clients by either being denied services or having to wait for
treatment adjustments to be approved. When Medicaid denied treatment, it impacted mental
health practitioners’ ability to provide care because they had to take time to call the Medicaid
offices instead of treating clients. The mental health practitioners that mentioned communicating
with Medicaid offices reported frustration, which was a result of waiting for an answer from the
Medicaid offices, begging and pleading with Medicaid offices to approve services, and
repeatedly demonstrating that clients needed treatment. Overall, the mental health practitioners
viewed communicating with Medicaid offices as negative and made them less likely to want to
work with Medicaid clients. With mental health practitioners less likely to treat Medicaid clients,
fewer Medicaid clients may be treated in the future.
Constraining Behavior During Treatment
The next theme that emerged was constraining behavior during treatment. This theme
was defined by how Medicaid’s rules constricted mental health practitioners’ treatment of
clients. Four participants reported how Medicaid constricted behavior during treatment and
therapy to balance Medicaid’s requirements versus patient needs. Because Medicaid specifies
how practitioners can treat their clients, practitioners felt compelled to accommodate patients’
needs while working within Medicaid’s rules and regulations. Medicaid’s communicative
practices constricted the behaviors of mental health practitioners by only allowing a specific
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amount of time per session, being cognizant of the length of sessions, encouraging clients to
break pills in half, having to explain Medicaid’s rules to a client during treatment, and having to
reconcile professional codes of conduct with Medicaid’s practices.
One way mental health practitioners felt their behavior being constrained was by
approving only a small number of topics and issues to be covered during treatment rather than
what practitioners preferred. For instance, Fiona mentioned how Medicaid implicitly forced her
to choose what to work on with her clients because she had a finite number of sessions and time
with clients: “I’m only getting so many sessions, so I have to pick and choose what I’m going to
work on.” The limited-time with patients using Medicaid did not allow her to cover each topic or
issue she wanted to work on with each client. Due to the limited time with clients, Fiona and
other mental health practitioners felt obligated to work on external factors hindering the life of
their low income clients rather than working on their mental illness directly. For instance, mental
health practitioners mentioned they occasionally felt obligated to help find resources such as
employment or housing for their clients during their sessions. As Fiona explained, in therapy, it
may be difficult for clients to talk about their mental illness if they do not have a place to sleep or
food to eat. To help these clients, Fiona described how even though she only has a set number of
sessions with her clients, she has used time during therapy sessions to help clients find resources,
such as housing or employment:
If I’m seeing someone, let’s say, for a sex crime, right, but they’re homeless or starving.
We’re going to use the time that we would normally be in therapy because I’m a social
worker to get them resources. So instead of talking the whole 60 minutes about their sex
crime, I’m going to cut out a chunk, and we’re going to look for houses for them. We’re
going to look for a job for them because they’re a felon with a sex crime, it’s hard to find
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employment. So, I think it does. If they’re impoverished, it does take away from the
therapeutic processing and is more case management which you are not supposed to do
that. I’m not supposed to do that, and I’m not supposed to really necessarily help them
find housing. But if someone is homeless, they don’t want to talk to me about their
thought processes and cognitive distortions, and thinking errors, and all that. They are
like, ‘I’m homeless, and I’m hungry.’
Fiona’s quote demonstrated that she is constrained to the 60 minutes given to her by Medicaid,
and during the therapy time, she spends time finding employment and housing for her clients
instead of talking about her client’s mental health problems. Fiona chose to focus on the more
immediate needs of her client, such as housing, and employment, which took away from
discussing the clients’ mental illness.
Related to having to choose topics to address for each session as Fiona described, another
Medicaid rule that constrained mental health practitioners’ treatment was that Medicaid only
allowed a specific amount of time for therapy sessions, and those time limits must be followed.
Emma explained how this Medicaid rule about time forced her to be cognizant of the amount of
time during her therapy sessions. If a client’s therapy sessions went over the allotted time, Emma
could bill the client for the therapy session, but she believed that would cause a financial burden
and stress for the client. To combat this, she was cautious and cognizant of the time in her
therapy sessions to not exceed the limit. This caused Emma to be inflexible with each client and
only able to work on a finite amount of topics and issues. Emma also explained how she changed
the length of her therapy sessions if a client’s specific type of Medicaid does not cover longer
sessions. Depending on the branch of Medicaid, mental health practitioners must obey and abide
by the rules of a certain type of Medicaid.
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Medicaid also constrained behavior by limiting the number of prescriptions an individual
may take or receive. However, Sophia, an advanced nurse practitioner from Kansas, talked about
how this communicative practice influenced her to encourage clients to break pills in half. By
breaking pills in half, she believed that her patients’ prescriptions would last longer and allow
clients to better cope with their mental illness. This influenced her treatment because she would
normally give clients their full or typical dosage for prescription medicine. However, when
Medicaid only allotted a certain amount of prescriptions, she was obligated to be flexible and
recommend clients break pills in half.
The last instance of how Medicaid constrained behavior during treatment was when
mental health practitioners needed to explain Medicaid’s rules and regulations to clients.
Rebecca explained that the language of Medicaid rules “can be a little bit inaccessible” for her
low income clients. Because of this, she takes time during therapy to walk through these rules
with her clients. She described doing this to make sure the Medicaid clients signed, completed,
and understood the paperwork even though it was not part of the treatment plan. Taking time out
of therapy to explain the rules of Medicaid demonstrates how Medicaid inadvertently constrained
Rebecca’s behavior during her treatment to focus on topics other than a client’s mental health.
According to some participants, mental health practitioners, such as social workers, are
taught conflicting practices compared to Medicaid’s practices. For instance, Sarah, a social
worker, explained how she was taught in school to give a diagnosis a month after knowing her
client; however, Medicaid requires giving a diagnosis after the first session with a client. Sarah
said, “And then they [Medicaid] want a diagnosis, after an hour, but in schooling, you’re taught
not to give a diagnosis for like a month. You need to like have four to six sessions before you
give a diagnosis.” Sarah went on to explain how giving a client a diagnosis too early can affect
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how clients are treated. For instance, an “extreme” diagnosis can be made after only the first
session. Sarah said if a client gets diagnosed with an “extreme” diagnosis, they may receive more
sessions from Medicaid. Therefore, mental health practitioners may feel constrained or obligated
to give clients an “extreme” diagnosis even though the clients may not qualify for one but may
receive more sessions if given one.
Overall, Medicaid’s communicative practices influenced mental health practitioners by
constraining their behavior during therapy and treatment sessions. Mental health practitioners
were constrained by selecting a minute number of topics during treatment, offering other
resources during treatment, only allowing a specific amount of time per session, changing the
length of sessions, recommending breaking pills in half, explaining Medicaid’s rules during
treatment, and giving an extreme diagnosis to clients. These communicative practices impeded
treatment, which made it more difficult for practitioners to treat Medicaid clients.
Changing Amount of Clients
The rigorous amount of paperwork required by Medicaid and the limited number of
Medicaid-approved mental health practitioners in a certain area affects the number of clients
practitioners provide care for. Mental health practitioners must manage their Medicaid patient
load in response to contracts and payment, which affects the number of patients who can receive
care (and possibly the abruptness of ending care). The theme of patient management is a
response to Medicaid’s communicative practices that emerged in terms of seeing fewer clients
overall and terminating patients who do not pay bills or do not show for appointments.
Two participants mentioned how Medicaid’s communicative practices influenced their
treatment by seeing fewer clients. Mental health practitioners were seeing fewer clients due to
prior authorization forms. Steve, a social worker from Nevada, talked about how he saw fewer
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clients because of prior authorization forms, which he explained are tedious and take up much of
his time. To combat this, he did not accept as many Medicaid clients as he would like. By not
accepting as many clients, potential Medicaid clients who sought treatment from him were
denied services. Fiona mentioned Medicaid only allowed a certain amount of mental health
practitioners per area. This meant she was not approved for all the different types of Medicaid;
therefore, she could not treat all Medicaid clients. She had to send patients who have certain
forms of Medicaid to a different Medicaid provider. This influenced her treatment because she
was not allowed to treat an entire group of clients, which forced her to see fewer clients.
Three participants reported they or someone they knew terminated relationships with
clients prematurely because clients did not pay bills on time or because of Medicaid’s no-show
rule. The participants mentioned Medicaid’s communicative practices, and rules influenced
premature termination of clients. For instance, Emma talked about how she was fortunate to
work at an agency that did not terminate clients who were unable to pay their bills. However, she
explained there were agencies in Minnesota that terminated relationships with clients who could
not pay their therapy bills. If the relationship with a client is terminated, the client is forced to
find another mental health provider for treatment.
Another rule that impacted the amount of clients mental health practitioners treated was
the no-show rule. For instance, Fiona said she was quick to terminate Medicaid clients because
of Medicaid’s no-show fee policy. Fiona and Steve both believed Medicaid clients “no show”
more frequently for their therapy sessions than their non-Medicaid clients. Medicaid’s no-show
policy states the mental health practitioner cannot be compensated when a client does not attend
the session. Therefore, the mental health practitioners, such as Fiona, were more likely to
terminate the relationship with the client because they would not be compensated for the time
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loss from the client missing the therapy session. Lastly, Fiona described her experience working
at a hospital and stated hospitals that worked with mental health clients also terminated clients
prematurely when Medicaid stopped paying for their bills. Fiona explained that when a
practitioner prematurely terminates a relationship with a client, the client had a greater chance of
relapsing and not coping with their mental illness.
Overall, Medicaid’s billing and no-show communicative practices influenced mental
health practitioners’ treatment in terms of the number of clients they treated. If mental health
practitioners treat fewer clients, then Medicaid clients could have difficulty finding a Medicaid
provider to treat them for their mental illness. Indeed, the mental health practitioners interviewed
saw fewer clients, but they also had to send patients to other providers or terminate relationships
with clients prematurely. All of these actions can impact clients who must either switch
providers or stop seeking therapy altogether. If a client is prematurely terminated, regardless of
the reason, the client’s mental illness can relapse. Therefore, sending patients to different
providers or terminating relationships prematurely negatively impacts client care for Medicaid
beneficiaries.
Dealing With Payment Issues
The theme of dealing with payment issues was defined as how the mental health
practitioners responded to clients’ payment for care, clients’ struggles to pay for care or coverage
by Medicaid. This theme emerged around participants’ explanations about a sliding fee scale,
leniency in payments to ensure continued care, and referring patients to students/trainees. Mental
health practitioners’ treatment was hindered if low income clients were not able to afford
treatment. To manage the financial aspects of treatment, mental health practitioners either
offered a sliding fee scale, had students or interns provide treatment for free, or confronted
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Medicaid’s rules.
The sliding fee scale was a method of payment many participants mentioned when their
low income patients could not afford treatment. Emma explained that when Medicaid does not
cover treatment for a client, she used a sliding fee scale to help clients cover the cost of therapy.
She did this because she knew therapy was expensive, and if a client paid at least $20 a week,
then she knew the client was making some kind of payment. Ava, who also offered a sliding fee
to clients who could not pay the total cost for treatment, agreed, describing the sliding fee as a
beneficial option that allowed more patients to get treatment. Sophia also talked about a sliding
scale but did so regarding payment for medications to make medication more affordable.
According to Emma, if more clients knew about the sliding fee scale, more low income clients
would come to therapy. By offering the sliding fee scale to clients who had issues with payment,
mental health practitioners responded to Medicaid’s communicative practices regarding session
and Medicaid payments.
Another way mental health practitioners responded to Medicaid’s payment practices was
by allowing interns to treat clients for free. Because Medicaid limits the number of sessions a
Medicaid client may receive, once the Medicaid beneficiary exceeds the Medicaid regulated
session limit, the beneficiary must pay out of pocket for services. However, as Ava explained,
many Medicaid clients, because they are low income, could not afford services. To combat this,
Ava would find interns or students who would perform the treatment services for free for those
clients, which allowed those clients to maintain treatment for their mental illness. Having
students and interns provide treatment as part of their education helped the client continue
treatment at an affordable (i.e., free) cost.
Many participants reported having to confront Medicaid’s payment practices. One
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payment issue mental health practitioners confronted when working with Medicaid clients was
finding ways to manage Medicaid’s no-show policy. Medicaid’s no-show policy did not allow
billing or any form of compensation when clients did not attend their therapy sessions. For
instance, Fiona reported that mandated Medicaid clients typically did not show up for therapy
sessions. To combat the no-show and the lack of compensation for no-shows with Medicaid
clients, she did not give Medicaid-mandated clients appointments; instead, she made them come
to an open intake. An open intake meant mandated Medicaid clients sat in a big room and filled
out paperwork alongside other people. Fiona said:
So, if you don’t come to an open call time, I don’t care. I didn’t just eat a whole in 12
people’s schedules, you know, so I’ll tell their officer, “Yeah, they didn’t come to intake
for three weeks in a row.”
Fiona’s quote demonstrates how Medicaid’s no-show policy affected clients and mental health
practitioners by obligating clients to attend an open call time to fill out the paperwork (and
implicitly, demonstrating an interest in receiving future mental health and not no-showing)
before receiving an appointment slot.
Another communicative practice of Medicaid’s payment rules that mental health
practitioners had to confront was how Medicaid would not cover certain services, so they had to
bill creatively. For instance, Emma explained how she would bill “certain things” in specific
ways to benefit the patient because Medicaid would not cover some services and described
adjusting her coding to allow her clients more beneficial treatments. She echoed the problem
others stated about how multiple mental health practitioners could not bill the same client on the
same day, lamenting how Medicaid might deny treatment if clients were billed multiple codes in
a single day. To combat these struggles with Medicaid’s billing practices, Emma would work
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with other psychologists and doctors to ensure they did not bill the same codes on the same day
for an individual client.
Overall, Medicaid’s communicative practices influenced mental health practitioners
through clients’ ability to pay for treatment. The theme emerged by how mental health
practitioners discussed how clients struggled to pay for treatment and how Medicaid indirectly
influenced the payment. Mental health practitioners and their Medicaid clients were influenced
by providing a sliding fee scale, leniency in payments to ensure continued care, referring patients
to students/trainees, and creatively confronting Medicaid’s billing practices.
Combating Transportation Issues
Six participants mentioned how the lack of transportation by Medicaid affected their
ability to provide clients mental health treatment. Combating transportation issues was defined
by referencing how transportation could impact client treatment and emerged in how
practitioners handled clients’ transportation obstacles for receiving care. Transportation shaped
mental healthcare because it directly impacted how practitioners offered or ensured continued
care. Without adequate transportation, treatment was disrupted or forced the mental health
practitioner and client to use Telehealth. Without Telehealth or transportation, the practitionerclient relationship could be terminated, and the client’s mental health could relapse.
In Nevada, Medicaid provides transportation to its beneficiaries. According to Sarah, a
social worker from Nevada, having Medicaid clients attend sessions at her office could be harder
for them and created additional barriers for her clients. Yet, many of her Medicaid clients did not
know or use Medicaid’s transportation option, which required Sarah to transport herself to her
clients to provide treatment:
I see most of my Medicaid people in their homes because transportation is an issue that
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Medicaid doesn’t always help out with either. So going to an office is harder [for my
clients], so I’m pretty much in client homes, all the time for that.
Sarah’s quote demonstrated how some mental health practitioners visited their clients in their
homes to conduct mental health treatment due to an absence of or unreliable transportation.
Emma, a psychologist from Minnesota, said to compensate for low income children’s
transportation difficulties, she went to her clients’ school buildings to conduct therapy sessions.
Emma described pulling kids out of class for about 45 minutes with the school’s consent to
conduct treatment. She explained that taking children out of school was the best way to see her
younger clients with transportation issues during her normal business hours.
In Kansas, transportation for low income Medicaid clients has some drawbacks; however,
some mental health practitioners have mitigated the challenges. Sophia explained that the
transportation system in Topeka, Kansas was an issue for not only Medicaid clients but for all
low income clients because the Topeka public transportation system was not reliable and
accommodating. Transportation also was an issue for clients getting their medications. Michael,
a psychiatric nurse practitioner from Kansas, described how offering medications in his office
was more accessible for clients who did not have reliable transportation. He said he often has
new medications he can offer his clients in his office. When he did this, he noticed that it saved
clients time from picking up their medication.
Four participants reported they coped with Medicaid’s communicative practice of
transportation through Telehealth. Telehealth was the online method of providing therapy clients
could use from any location (such as their home) that had internet access. In my interview with
Emma, she talked about the benefits and the struggles of telehealth for her clients. Emma
described how telehealth allowed her clients the accessibility of therapy when transportation was
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an issue. However, Emma also explained that having the internet was a privilege and luxury that
many of her low income clients did not have. Steve, a social worker from Nevada, agreed that
telehealth has been beneficial for certain clients to receive treatment when lacking transportation,
but he acknowledged Telehealth did not necessarily benefit his low income Medicaid clients,
describing them as “just not being very organized.” Rebecca also talked about accommodating
clients’ transportation issues by offering Telehealth, explaining that Telehealth had its challenges
because some of her clients had issues with their webcams or internet connection, which caused
her to be more creative in finding more secure locations for Telehealth clients and clients who
struggle with transportation. Lastly, Ava wished Telehealth would be more available to
individuals struggling with transportation. Generally, when participants mentioned telehealth,
they acknowledged it had the opportunity to assist clients with issues with transportation, but not
all low income individuals had access to a reliable internet connection.
Overall, Medicaid’s practices involving transportation were different for each state and,
therefore, affected mental health providers’ treatment in various ways. Nevada’s transportation
system was adequate but limited in getting clients to their treatment. In Kansas, participants
reported the public transportation system was not adequate enough for Medicaid clients to access
their treatment sessions. Without Medicaid clients obtaining transportation to receive treatment,
they could miss appointments, and their mental illness could exacerbate. Medicaid’s
transportation practices influenced mental health practitioners’ treatment by practitioners going
to clients’ homes, having medications available in the office, and offering telehealth. Participants
who did not accept Medicaid also reported transportation was an issue for low income
individuals, which hindered clients from seeking treatment for their mental illness.
Not Accepting Medicaid
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Lastly, the mental health practitioners interviewed all mentioned they or someone they
knew responded to Medicaid’s communicative practices by not accepting Medicaid because of
the tedious and stringent rules. Medicaid’s rules and communicative practices, including
paperwork (e.g., prior authorization forms), reimbursement rates, and billing regulations,
influenced mental health practitioners to not accept Medicaid. Having mental health practitioners
not accept Medicaid affects Medicaid beneficiaries’ opportunity to receive treatment. This theme
emerged in participants’ explanations about why they or others they knew did not accept
Medicaid, including concerns about the tediousness of the required paperwork and the
decreasing reimbursement and funding.
Mental health practitioners reported Medicaid’s paperwork was too tedious and,
therefore, decided not to accept Medicaid. Alan, a psychologist also from Kansas, said he did not
accept Medicaid even though he does have four Medicaid clients is because it had “too many
hoops to jump through.” Fiona talked about how many mental health practitioners she knew did
not accept Medicaid because of paperwork and prior authorization forms. With fewer mental
health practitioners accepting Medicaid, not as many Medicaid clients would be able to find
treatment. If Medicaid clients cannot find treatment, their mental illness could get worse.
Four participants reported how Medicaid’s rules and communicative practices regarding
reimbursement rates influenced them to not accept Medicaid. Alan talked about how Medicaid
paid less than private insurance, which was why he preferred not to take Medicaid. This implied
that if mental health practitioners were paid at the same rate as private insurance, more mental
health practitioners would accept Medicaid. Fiona also observed that Medicaid paid less than
private insurance. Fiona, Sarah, and Ava all talked about how Nevada keeps cutting
reimbursement rates as a reason for fewer mental health practitioners accepting Medicaid. Fiona
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explained the implication of Medicaid cutting reimbursement rates, stating that if Nevada keeps
cutting the reimbursement rates, fewer mental health practitioners will accept Medicaid, and
fewer Medicaid clients will have therapists to treat them. With fewer clients having the
opportunity to get treated by Medicaid mental health practitioners, more people will suffer from
mental illness.
Overall, Medicaid’s communicative practices and rules have influenced mental health
practitioners by decreasing the number of mental health practitioners accepting Medicaid. These
findings emphasize how mental health practitioners have stopped accepting Medicaid due to the
paperwork and the low reimbursement rates. With fewer mental health practitioners accepting
Medicaid, Medicaid clients could have difficulty locating treatment for their mental illness.
Findings Summary
To summarize the thesis’s answer to the RQ, Medicaid’s communicative practices
influenced mental health practitioners’ treatment of their clients in seven primary ways. Mental
health practitioners (1) adjusted paperwork and forms, (2) called and begged Medicaid offices,
(3) constrained mental health practitioners’ behaviors during therapy and treatment sessions, (4)
decreased the amount of Medicaid clients they accepted, (5) shifted how they dealt with payment
for treatment, (6) combated transportation issues, and (7) stopped accepting Medicaid altogether.
These themes demonstrated how Medicaid’s communicative practices made treatment of
Medicaid clients more difficult and tedious for mental health practitioners and increased the
negative perception of Medicaid’s communicative practices, all of which appeared to be
persuading mental health practitioners not to engage with Medicaid completely.
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Chapter 4: Discussion
To restate the problem, poverty and mental illness are concerns in the United States, and
Medicaid influences mental health practitioners’ treatment of individuals who are in poverty and
have a mental illness. Medicaid collaborates with mental health practitioners to treat people who
have a mental illness and influences mental health practitioners’ treatment of those people.
Through in-depth interviews with mental healthcare providers, this thesis sought to understand
the communicative practices of Medicaid as an institution and how they can affect the treatment
provided by mental health practitioners to those in poverty. In regard to the RQ (how do the
communicative practices of Medicaid influence mental health practitioners’ treatment of their
clients?), seven themes emerged from the 10 interviews. The findings suggest mental health
practitioners responded to Medicaid’s communicative practices by adjusting forms/paperwork,
calling and begging with Medicaid offices to demonstrate their clients needed services,
constraining behavior during therapy/treatment sessions, changing the amount of clients they
treat, dealing with payment issues, and combatting transportation issues, and not accepting
Medicaid. The findings indicate the institution of Medicaid was not achieving its goal of
providing quality insurance to low income individuals because of how mental health
practitioners deviated from Medicaid with their behaviors. This chapter includes two theoretical
implications, one practical implication, limitations to this thesis, and future directions for
research on Medicaid, institutional theory, and mental health practitioners.
Practical and Theoretical Implications
As communication is essential within any organization or institution (Lammers &
Barbour, 2006), the communicative practices among those within the institution and organization
must be analyzed. Communicative practices for this project were activities and behaviors that
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created messages conveying meanings between a sender and a receiver (Lammers & Barbour,
2006; Wrench & Punyanunt-Carter, 2015). Identifying Medicaid’s communicative practices
helped determine how mental health practitioners’ behaviors deviated from the institution of
Medicaid. This thesis’s findings have two theoretical and one practical implication.
Theoretical Implication One
The first implication is that an institution’s rule-following practices do not always
contribute to the institutional goal or mission through actors’ actions. The institution of Medicaid
aims to provide quality health insurance that improves patients’ health conditions to people of
low income (Medicaid.gov, 2021). Proposition one of institutional theory states, “At the heart of
this proposition is the conviction that institutions are sustained over time in explicit rulefollowing practices” (Lammars & Barbour, 2006, p. 364). Yet, as the findings of this thesis
indicate, although some rules are followed, not all of Medicaid’s rule-following practices are
enacted by its members.
The participants from this study explained how Medicaid’s rule-following practices, such
as diagnosing and completing prior authorization forms, functioned to help it achieve its goal of
providing quality insurance. For instance, one established rule of Medicaid was to diagnose and
treat clients after only one session with the client, which the practitioners were explicitly told to
do to contribute to achieving the goal and mission of Medicaid (Kemmerer, 2021). By
diagnosing and treating a client using the prior authorization forms, it allowed Medicaid
beneficiaries to cope with their mental illness (Kemmerer, 2021). Indeed, Steve said there was
some good in prior authorization forms as they helped rate a client on the severity of their mental
illness, and the evaluation communicated the severity of the client’s mental illness to Medicaid.
Though this thesis offers some support for institutional theory’s first proposition, the
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current findings also challenge the proposition (Lammers & Barbour, 2006). The theme of
adjusting paperwork demonstrates how mental health practitioners changed their behavior and
did not abide by the rule-following practices. For instance, some mental health practitioners,
such as Ava and Emma, described how they changed clients’ diagnoses to fit Medicaid’s
diagnosis rules when clients did not qualify for a diagnosis. If institutional rule-following
practices do not fit the behavior or goals of the institution, then the institution is not achieving its
intended goals, which was prevalent in the study. Actors (i.e., practitioners) were using “nonrule-following practices” actions to achieve the institution’s (i.e., Medicaid’s) mission.
Thus, although some evidence supports the notion that rule-following practices contribute
to an institution’s ability to achieve its goals, the current findings challenge the first proposition
because mental health practitioners changed their behaviors and rule-following practices to assist
clients. The current rule-following practices of Medicaid were not always contributing to
Medicaid’s goal because of how mental health practitioners changed their behaviors and deviated
from the rule-following practices.
Results from this study showing that institutions’ rule-following practices do not always
contribute to the institutional goal or mission through actors’ actions also expand on proposition
two of institutional theory. Actors’ rule-following practices deviated from Medicaid when
practitioners believed Medicaid was not adequate for their patients. Proposition two states
institutional members tend to reproduce the rules, which moves the organization and its members
towards conformity to the institution (Lammers & Barbour, 2006). However, in the current case,
the organizational members did not move towards conformity to the institution. The adjusting
paperwork theme illustrates this when organizations or actors would not reproduce institutional
rules. For instance, Ava changed the language on her prior authorization forms in order for
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Medicaid to accept her clients. By changing the language of her prior authorization forms, Ava
was not reproducing the rule-following practices of the institution. Similarly, Fiona described
“manipulating matrices” to gain access from Medicaid to treat her clients. By manipulating the
matrices, Fiona’s behavior deviated from the institution. In other words, both Ava and Fiona
were not conforming with Medicaid or upholding the institution’s communication practices.
These participants, and their agencies (i.e., organization), did not follow Medicaid’s institutional
rules; rather, they believed Medicaid’s institutional rules did not adequately assist people from
low income. Actions such as these demonstrate how the current Medicaid rules and
communicative practices did not provide quality health insurance for people of low income, at
least from the perspective of their mental health providers.
The dealing with payment issues theme also illustrates how organizations and its
members did not conform to the institution of Medicaid. For instance, Ava explained how she
had her interns treat clients who could not pay because interns worked for free. Along a similar
vein, Fiona described not conforming to Medicaid’s no-show policy by requiring her Medicaid
clients attend an open-intake appointment prior to receiving treatment because most of her
Medicaid clients did not show up for their appointments because of the no-show policy. Fiona
felt the open-intake appointment obligated clients to attend the appointment to fill out paperwork
before they could reserve a treatment session slot.
In practice, because Medicaid’s institutional rule-following practices were not aiding the
achievement of its institutional goal, Medicaid beneficiaries were not getting quality mental
healthcare in terms of overall care and diagnoses. The implications of having quality healthcare
can contribute to many dimensions in an individual’s life, such as lower mortality rates
(Woolhandler & Himmelstein, 2017). Not getting quality health insurance can contribute to an
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individual’s overall lack of well-being and life satisfaction (Mosadeghrad, 2013). Similarly, once
Medicaid provides adequate health insurance, it can reduce the poverty rate (Zewde & Wimer,
2019). From the interviews, Ava explained how she would add a diagnosis to get access to treat
clients who would not qualify for treatment if she did not add on the diagnosis. Participants also
indicated Medicaid could not achieve its goal of providing quality health insurance to people of
low income because practitioners did not provide all diagnoses for its beneficiaries; rather,
mental health practitioners focused on the diagnoses Medicaid covered. Therefore, individuals
who had diagnoses not covered by Medicaid likely did not get treatment for those mental health
needs. Participants also explained that clients who did not get diagnosed properly were not
getting enough sessions that they needed. To compensate for these issues, mental health
practitioners felt obligated to adjust Medicaid paperwork to better assist their Medicaid clients.
In summary, the results from this thesis challenged propositions one and two of
institutional theory by demonstrating that not all actors within the institution reproduced the
institution’s rules, and organizational members did not always move toward conformity to the
institution. By not conforming to the institution, mental health practitioners were demonstrating
the lack of quality health insurance for people of low income. One recommendation from the
practitioners interviewed was to have Medicaid cover or include additional diagnoses. By
Medicaid providing additional diagnoses to Medicaid beneficiaries, the individuals with
uncommon diagnoses could be allowed treatment, and mental health practitioners would not
have to add on or change diagnoses for Medicaid clients. Adding additional diagnoses prevents
mental health practitioners from changing their behaviors and contributes to Medicaid’s goals.
Theoretical Implication Two
The findings of this thesis suggest institutional beliefs were not always constituting the
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institution; rather, professional organizational beliefs and practices from outside the institution
could influence the institution, which challenges institutional theory’s third and fourth
propositions. Practitioners’ professional beliefs were sometimes inconsistent with Medicaid’s
communication practices. The mental health practitioners from this study held their own beliefs,
grounded in their academic and professional training, about how to treat clients, which conflicted
with Medicaid’s institutional beliefs and rules. For instance, Sarah, a social worker, explained
she learned in school that a social worker must see a client for six sessions before giving them a
diagnosis; however, Medicaid required social workers to give a diagnosis after meeting someone
for the first time (Kemmerer, 2021). The conflict between institutional beliefs and professional
training created deviations in behavior for mental health practitioners. This is consistent with
prior research indicating that outside institutional beliefs, such as professional beliefs, can
influence work conditions, behaviors, and identity (Lammers & Garcia, 2009).
Although proposition three of institutional theory stated institutional beliefs would be
reflected in behavior (Lammers & Barbour, 2006), this thesis’s findings indicated Medicaid’s
institutional beliefs were not always reflected in practitioners’ behaviors. Any institution’s
beliefs can be found in its explicitly stated formal documents (Lammers & Barbour, 2006), such
as Medicaid provides quality insurance for low income individuals (Medicaid.gov, 2021). The
adjusting paperwork theme demonstrated the multiple ways mental health practitioners’
behaviors did not align with institutional beliefs. For instance, Ava talked about how she would
add on diagnoses to qualify clients for Medicaid, a deviant action that demonstrated a belief that
Medicaid’s approved diagnoses were not sufficient for clients. Because Medicaid’s institutional
beliefs were not always reflected in the behavior of Medicaid’s mental health practitioners,
proposition three of institutional theory is challenged by this thesis’s findings. This suggests the
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theory should be modified to include how institutional beliefs may not always be reflected in
actors’ behaviors.
These findings also challenge proposition four of institutional theory by how
unsuccessful Medicaid was in boundary-spanning with the mental health practitioners.
According to institutional theory, the success of the institution and its boundary-spanning
depends on how the institution uses its rules to influence the actors of outside institutions and
their communication practices to guide them to conformity to the institution (Lammers &
Barbour, 2006). Even though Medicaid was present in mental health practitioners’ work, the
institutions’ attempts to move members toward conformity were unsuccessful.
Medicaid’s boundary-spanning communication was unsuccessful because of how outside
institutions, such as social workers’ professional institutions and other professional identities,
influenced the institution of Medicaid through mental health practitioners’ beliefs. Mental health
practitioners’ professional beliefs were boundary-spanning to the institution of Medicaid.
Further, Medicaid’s institutional rules did not always align with the outside institutions’ rules
and communicative practices. Four participants talked about how their professional beliefs
conflicted with Medicaid’s institutional beliefs. For instance, Sarah said, “And then they
[Medicaid] want a diagnosis, after an hour, but in schooling, you're taught not to give a diagnosis
for like a month, you need to like have four to six sessions before you give a diagnosis.” This
finding is consistent with past research demonstrating that professional beliefs can conflict with
institutional beliefs and contribute to the workplace environment and influence the institution
(Lammers & Garcia, 2009).
The mental health practitioners’ professional beliefs conflicted with Medicaid’s
institutional beliefs and rules spanned across four different agencies. This finding is consistent
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with past research that demonstrates how healthcare workers’ behaviors deviated when they
brought their own motivations or beliefs to work with them (Lammers & Garcia, 2009). Barbour
and Lammers’s (2007) study demonstrated how professional identities or outside beliefs could
pervade communication behaviors of the members of an institution. Once the institutional beliefs
are influenced, the behaviors can change. The idea that institutional beliefs are influenced, and
behaviors change is supported by the findings from this thesis showing that the institutional
beliefs of mental health practitioners were influenced by outside institutions, which led the
mental health practitioners’ behaviors to deviate.
In summary, outside organizations and institutions (such as the institution of social work)
influenced mental health practitioners to deviate their behaviors from Medicaid’s practices. The
findings of this thesis challenge propositions three and four of institutional theory. Proposition
three was challenged by how mental health practitioners did not always reproduce the
institutional beliefs through their behaviors. In particular, Medicaid’s institutional beliefs were in
conflict with other institutions, which influenced mental health practitioners’ behaviors. Once
institutional beliefs were influenced, mental health practitioners’ behaviors deviated from
Medicaid’s practices. Proposition four was challenged by how the institution of Medicaid’s
attempt of boundary-spanning was determined by conformity; however, the institution of
Medicaid was influenced by other institutions such as the institution of social work. Both
institutions had their own respective approaches for when to diagnose a client with a mental
illness. However, as those institutional beliefs conflicted with one another, they both influenced
social workers who worked with Medicaid. Additionally, professional institutions through
practitioner’s training and education are present and affecting the application of Medicaid.
Practical Implication
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Compared to non-Medicaid accepting mental health practitioners, mental health
practitioners who work with Medicaid are required to do extra work, including additional
paperwork and calling Medicaid offices, which is leading to fewer qualified providers offering
services to Medicaid beneficiaries. For instance, Medicaid requires mental health practitioners to
do prior authorization forms (Kemmerer, 2021), which can be onerous or tedious for mental
health practitioners, as noted frequently in this thesis’s interviews. As Alan explained, “Medicaid
has too many hoops to jump through,” which made him and his agency less likely to accept
Medicaid even though he accepted a handful of clients to treat himself. Additionally, as the
thesis’s participants described, the additional work takes time away from treating clients.
The Medicaid-accepting mental health practitioners interviewed in this thesis spent large
amounts of time calling Medicaid rather than providing services, as demonstrated in the calling
and begging Medicaid theme. Past research suggests that having a negative perception of
Medicaid causes practitioners to be less likely to accept Medicaid; however, communication with
managed care representatives was significantly and positively correlated with practitioners’
satisfaction (Barbour & Lammers, 2007). Evidence from this thesis also supports this idea. Steve
talked about taking extra time out of his day to call Medicaid offices, which has led him to
contemplate hiring someone else to call the Medicaid offices for him even though it’s cheaper to
make the calls himself. This has created the conundrum for Steve of losing time he could be
using to treat clients versus having direct communication with Medicaid for his clients.
Similarly, Fiona explained how she felt obligated to use her free time calling Medicaid offices to
beg to get approval to treat her clients because without getting access, her clients’ mental illness
could relapse. She felt she should not have to call Medicaid offices to get treatment approved to
treat her clients, and by not calling Medicaid offices every time a client is denied services, it
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would allow her more time to treat her clients.
Participants from this thesis explained that the extra work from Medicaid could affect
practitioners by accepting fewer Medicaid clients. With fewer mental health practitioners
accepting fewer Medicaid clients, a cascading effect is created, diminishing Medicaid’s ability to
achieve its institutional goal of providing healthcare to low income individuals. Importantly,
fewer Medicaid clients can access treatment (Barnett et al., 2018), making it harder for Medicaid
clients to cope with a mental illness (Kazdin & Blase, 2011).
One recommendation from interview participants in Nevada, a state requiring prior
authorization forms every 90 days, was to exempt clients with serious mental illness from the 90day prior authorization form requirement. Many mental health practitioners explained clients
with a serious mental illness do not have their mental illness alleviated in 90 days. Allowing
mental health practitioners to fill out prior authorization forms less frequently for their severe
clients creates more time to treat clients. By decreasing paperwork, practitioners may spend less
time calling Medicaid offices for approval to treat their clients, which also will provide more
time to treat clients. Although all states are required to have prior authorization forms, in Kansas,
none of the practitioners interviewed mentioned an issue regarding the prior authorization forms
as their forms can be approved up to 12 months (Kansas Department of Health and Environment,
2018). Less paperwork and forms could entice more practitioners to accept Medicaid as well.
Limitations
A few limitations arose from this study. First, due to time constraints, I only conducted
10 interviews. I did not reach theoretical saturation because participants kept providing new
information during each interview. Due to time constraints and struggling to recruit potential
participants, more interviews were not conducted, which could have helped reach saturation. By
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not reaching saturation, the differences between states’ Medicaid communicative practices could
not be identified through the mental health practitioners. Only having 10 interviews also does not
provide much depth and may not be a true reflection of how Medicaid influences mental health
practitioners. Given more time, more interviews could have been conducted to provide a more
holistic perspective of mental health practitioners who do accept Medicaid. Even though only 10
interviews were conducted, the participants who accepted Medicaid brought a wealth of
knowledge and understanding of the Medicaid program.
Second, I only had participants from three states and the District of Columbia. This is a
limitation because Medicaid is considered public health insurance in all 50 states plus the District
of Columbia, and Medicaid varies in each state. Only having a limited view of Medicaid does not
provide a representation of all states or a true reflection of the Medicaid program as a whole. By
not having a large sample size or a true reflection of the sample, it could be hard to determine
when saturation was reached (Tracy, 2010).
Third, I only had three non-Medicaid participants who served low-income individuals,
which limited my understanding of the reasons mental health practitioners might not accept
Medicaid. Additionally, only having three non-Medicaid mental health practitioners does not
provide much rich description or triangulation on the issue of Medicaid (Tracy, 2010). When
interviewing non-Medicaid mental health practitioners, I was checking for disconfirming
evidence, which helped combat confirmation bias when conducting interviews. Further, the three
participants who reported that they did not accept Medicaid had some limited understanding of
Medicaid and provided reasoning as to why they did not accept Medicaid.
Fourth, this project happened during the Coronavirus pandemic; conducting interviews,
recruiting, and scheduling interviews were constrained in terms of finding interested and
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available participants. During the coronavirus pandemic, many mental health practitioners were
likely seeing more clients and working more hours than usual, which could have skewed their
perspective of Medicaid and of mental illness (Greensburg, 2020). The pandemic also caused a
highly stressful situation for mental health practitioners (Greensburg, 2020). The highly stressful
situations affected mental health practitioners’ work and their communication by causing job
burnout, fatigue, and distress (Moitra et al., 2021). Because of the pandemic, the findings could
have been impacted by their perception of job burnout, fatigue, and distress.
Fifth, this thesis had five different occupations represented among the participants. The
diversity of occupations allowed for multivocality, or multiple viewpoints and voices, to emerge
(Tracy, 2010), which is both a strength and a weakness. For the issue of Medicaid and mental
illness, this created divergence among the interviewees’ responses and themes within the data. I
believe the divergence mainly stemmed from the different occupations across various states.
However, having a wide range of occupations allowed for unique perspectives and unique stories
regarding issues with Medicaid and with mental illness. Having more than one perspective from
an occupation also provided more insight and depth to the communicative practices of Medicaid.
Lastly, although Zoom provided numerous benefits for this study (e.g., ability to
interview participants from different geographical states, assisted with transcription,
accessibility, and usability for participants at their place of work; Archibald et al., 2019; Gray et
al., 2020), Zoom has a few drawbacks. For instance, potential participants may not have been
involved due to their lack of capabilities or knowledge of Zoom (Gray et al., 2020). Additionally,
while recruiting, potential participants may have heard about this study and decided not to
participate because it was remote and not in person. For instance, one potential participant
expressed interest in participating in the study but quickly self-withdrew when notified the
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interview was conducted over Zoom. Without the pandemic, recruiting participants and
conducting interviews could have been more accessible for participants by not restricting
participants to technology accessibility (Gray et al., 2020). Additionally, potential participants
could have been at a disadvantage due to a lack of internet connection or webcam capabilities
(Gray et al., 2020).
Future Research
This study did not nearly encompass the full extent of the institution of Medicaid or
people who have a mental illness. Therefore, future research is needed to continue the
conversation on this topic due to the complex nature of mental illness and poverty. Future
research must gather more interviews from mental health practitioners in multiple states. By
interviewing more mental health practitioners, a more holistic perspective of how mental health
practitioners’ treatments vary between those who accept Medicaid and those who do not. As this
study only interviewed participants from three states and the District of Columbia, gathering
participants from other states would offer a more holistic perspective of the Medicaid program.
Future research could also include the Medicaid offices and their representatives. By
interviewing the Medicaid offices and their representatives, a different perspective could be
gained about how the communicative practices impact the Medicaid beneficiaries. Medicaid
representatives who work with the Medicaid offices could bring an alternative perspective of
Medicaid that is unique from mental health practitioners.
Further research could analyze the institution of Medicaid itself. By analyzing the
institution of Medicaid, the efficacy and utility of the Medicaid program might be gleaned.
Additionally, future researchers could compare the Medicaid program to other specific
healthcare organizations, such as Blue Cross and Blue Shield; doing so would provide a more
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holistic perspective and understanding of the rules and regulations of organizations providing
care for people of low income. Analyzing the rules and regulations of other insurance companies
can provide alternative methods to assist people of low income with mental illness.
A theoretical contribution for future research would investigate how the communicative
practices of Medicaid impact the clients themselves. As this thesis interviewed the mental health
practitioners, future research could interview the individuals experiencing poverty themselves.
By interviewing individuals in poverty, future researchers can gain more in-depth knowledge and
understanding regarding the lives and behaviors of people in poverty to gather direct stories and
experiences of how practitioners who treat and do not treat low income patients on Medicaid. By
gathering direct stories of people impacted by Medicaid, it could further explain how Medicaid
beneficiaries could be assisted by the policies of Medicaid.
Conclusion
This thesis investigated how mental health practitioners responded to the communicative
practices of Medicaid while treating Medicaid beneficiaries. This question arose from the
existing concern of mental illness and the growing concern of poverty within the U.S., and how
Medicaid impedes on mental health practitioners’ treatment (National Institute of Mental Health
Information Resource Center, 2019; Semega et al., 2020). Chapter 1 discussed previous
scholarship on the issue and situated it within institutional theory. Chapter 2 discussed the
methods and procedures of conducting semi-structured interviews with mental health
practitioners via Zoom. Chapter 3 entailed seven themes about how mental practitioners
managed Medicaid’s communication practices, including (1) adjusting paperwork and forms, (2)
calling and begging Medicaid offices to get access to clients who were denied services, (3)
constraining behavior during therapy, and treatment sessions because of Medicaid’s
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communicative practices, (4) changing the amount of clients they treated, (5) dealing with
clients’ financial and payment issues, (6) confronting clients’ transportation issues, and (7) not
accepting Medicaid as a form of payment.
Chapter 4 discussed my interpretation of the results. First, in the theoretical implications,
I challenged propositions one, two, three, and four of institutional theory. For proposition one, I
suggested that not all of Medicaid’s rule-following practices are followed by its members. For
proposition two, I explained how not all of the institutional members of Medicaid were
reproducing the institutional rules. For proposition three, I demonstrated how Medicaid’s beliefs
were not always reflected in mental health practitioners’ behaviors. For proposition four, I
showed how Medicaid was not always successful in boundary spanning. I also explained the
practical applications of this study by suggesting how Medicaid is not achieving its institutional
goal and how mental health practitioners who accept Medicaid are required to do extra work
compared to non-Medicaid mental health practitioners. The practical implication shows how the
extra work Medicaid requires mental health practitioners is leading to fewer qualified providers
for Medicaid beneficiaries. Lastly, I recommended directions for future research and the benefits
of conducting additional research on Medicaid, poverty, and mental health practitioners.
This study contributes to organizational and health communication research. Prior to this
study, the propositions of institutional theory were not widely discussed within the institution of
Medicaid for mental health practitioners. By utilizing the propositions on Medicaid’s mental
health practitioners, it allows for unique perspectives of institutional theory. Previous scholarship
primarily used institutional theory’s propositions on healthcare professionals, with limited
applications to health practitioners (see, e.g., Barbour & Lammers, 2007). This study contributed
to health communication and mental health research by examining the communicative practices
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of Medicaid, and it influenced mental health practitioners’ behavior. By examining Medicaid’s
communicative practices, it offered a practical implication to better assist and accommodate
people who experience a mental illness and poverty.
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Appendix A
Semi-Structured Interviews
Participant who Accept Medicaid
1. Tell me what got you into this profession? (whatever they answered on their demographic)
2. Can you tell me a time where you had a patient who was on Social Security or Medicaid and
how those programs influenced your treatment on them?
3. Can you tell me a time where you had a low-come patient? How did their financial
constraints influence your treatment on them?
4. How does Medicaid’s norms, practices, and procedures influence the treatment of your
patients?
5. How do the actions, practices, and routines of your low income patients influence the
treatment you provide?
6. How do you see federal policies such as Medicaid impede treatment of clients?
7. Do you think your low income patients have a set of norms that influence the treatment you
offer?
8. Do federal policies create a stigma or any norms for patients who are insured under
Medicaid?
9. Does poverty create a stigma or norm for patients? What is it? Can you tell me about that?
10. Are there rules of Medicaid that have benefited a patient?
11. Are there routines of Medicaid that have benefited a patient?
12. Has there been a rule of Medicaid that has stopped you from helping a patient?
13. Can you tell me a time when Medicaid didn’t cover a client that was in poverty? And how
did you respond?
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14. How do you wish Medicaid would operate differently? How would that help low income
patients?
15. How do the actions and activities of your low income patients influence the treatment you
provide?
16. How do the routines of your low income patients influence the treatment you provide?
17. Which rule or regulation from federal policies do you think can better assist people with a
mental illness that experience poverty?
18. Can you tell a time when a client hasn’t been able to afford (needed) treatment? And how did
you respond?
19. Is there anything else you would like to share with me? About poverty or about mental
illness?
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Participants who do not accept Medicaid
1. Tell me, what got you into this profession? (whatever they answered on their demographic).
2. Can you tell me a time where you had a low-come patient? How did their financial
constraints influence your treatment on them?
3. How do you see federal policies such as Medicaid impede on your treatment of your clients?
(If the participant has experience with Medicaid)
4. How do the actions, practices, and routines of your low income patients influence the
treatment you provide?
5. Do you think your low income patients have a set of norms that influence the treatment you
offer?
6. Does poverty create a stigma or norm for patients? What is it? Can you tell me about that?
7. How do the actions and activities of your low income patients influence the treatment you
provide?
8. How do the routines of your low income patients influence the treatment you provide?
9. Which rule or regulation from federal policies do you think can better assist people with a
mental illness that experience poverty?
10. Can you tell a time when a client hasn’t been able to afford (needed) treatment? And how did
you respond?
11. How do you wish Medicaid would operate differently? How would that help low income
patients? (if the participant has experience with Medicaid)
12. Is there anything else you would like to share with me about poverty or about mental illness?
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Appendix B
Participants Demographics

Accepted
Medicaid

Number of patients
on Medicaid typically
seen

Pseudonyms Profession

Sex

Race

Alan

Psychiatrist

Male

White

No(said he
does in
interview)

4

Michael

Psychiatric nurse
practitioner

Male

White

Yes

Approximately 50%

Sarah

Licensed Clinical
Social Worker

Female

White

Yes

25-28

Sophia

APRN, Med
Services with
Prescription
Privileges

Female

White

Yes

Majority of clients that
I see

Fiona

LCSW

Female

White

Yes

at my
facility...probably 100

Steve

Clinical Social
Worker

Male

White

Yes

5+ personally, 200+
agency wide

Emma

mental health
therapist

Female

White

Yes

10

Ava

Licensed Clinical
Social Worker

Female

White

Yes

Approximately 25

Alyssa

Social Worker

Female

White

Yes

24

Rebecca

Professional
Counseling
(Mental Health)

Female

White

Yes

2
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Appendix C
Recruiting Materials
Recruiting emails sent to potential participants at mental health clinics
Hello,
My name is Matthew Mohan, and I’m currently a graduate student from the Communication
Studies department at the University of Nevada Las Vegas. The principal investigator for this
research project is Dr. McManus, and her email address is tara.mcmanus@unlv.edu. We’re
currently doing a research study involving how Medicaid influences mental health practitioners’
practices with their clients. For this project, I will be conducting interviews to better understand
how patients are treated with and without Medicaid. I saw on your website that your organization
has mental health practitioners that work with the low income population of Las Vegas. Would
any of the mental health practitioners be interested in doing a 30 – 60 minute interview at their
earliest convenience? The interviews will be conducted remotely and will be audio/video
recorded. Additionally, there will also be a short online demographic questionnaire that will take
about 2 minutes to complete. Please have anyone that is interested reach out to me at
matthew.mohan@unlv.edu for questions or for further information.
Thank you for your time,
Matthew Mohan”
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Recruiting emails sent to potential individual participants
Hello,
Thank you for reaching out to me about my research project involving how Medicaid influences
mental health practitioners’ practices with their clients. My name is Matthew Mohan, and I’m
currently a graduate student in the Communication Studies department at the University of
Nevada Las Vegas. The principal investigator for this research project is Dr. McManus, and her
email address is tara.mcmanus@unlv.edu. For this project, I will be conducting interviews to
better understand how patients are treated with and without Medicaid. The interviews will be
conducted remotely and will be audio/video recorded. Additionally, there will also be a short
online demographic questionnaire that will take about 2 minutes to complete. Would you be
interested in doing a 30 – 60 minute interview at your earliest convenience? Or do you have any
questions I could help answer?
Thank you for your time,
Matthew Mohan
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Recruiting script for Facebook posts
Hello, my name is Matthew Mohan, and I’m currently a graduate student in the Department of
Communication Studies at the University of Nevada Las Vegas. I’m currently doing a research
study involving how Medicaid influences mental health practitioners’ practices with their clients.
For this project, I will be conducting interviews to better understand how patients are treated
with and without Medicaid. I was recently told that some of you might be interested in
participating in this study. Would anyone be interested in doing a 30 – 60 minute interview at
their earliest convenience? To qualify for this study, you need to have had a patient or some
patients who’ve experienced poverty. You don’t necessarily need to accept Medicaid to be a part
of the study. The interviews will be conducted remotely and will be audio/video recorded. There
will also be a short online demographic questionnaire that will take about 2 minutes to complete.
If you are interested, reach out to me at matthew.mohan@unlv.edu for questions or for further
information, or you can reach out to the principal investigator, Dr. McManus, at her email
address tara.mcmanus@unlv.edu.

Here is the link for the demographic questionnaire.
https://unlv.co1.qualtrics.com/jfe/form/SV_ai63xrLoMHZLkbk

Thank you for your time,
Matthew Mohan
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Appendix D
Informed Consent Form and Demographic Questionnaire
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Appendix E
Codebook
Adjusting Forms/Paperwork - This was a theme and is defined by how mental health
practitioners changed or manipulated the required paperwork to accommodate their patients’
needs.
● Prior authorization forms which was a code to demonstrate how participants discussed
the tedious procedure of filling out prior authorization forms for Medicaid. These were
coded by phrases that referenced how Medicaid mandates treatment through prior
authorization forms and how participants manipulated the prior authorization forms to
gain more sessions with their clients.
● Manipulating Assessment Forms was a code and defined as changing forms and matrices
which were different from prior authorization forms to show that the client could be
treated by the mental health practitioner.
● Giving a client a diagnosis when they did not necessarily need one- was a code and
defined by how Medicaid requires mental health practitioners to give a diagnosis before
treating a client. Therefore, it obligates mental health practitioners to give a client a
diagnosis when a client may not necessarily need one.
● Changing diagnosis for clients was a code that emerged from participants explaining how
they would need more sessions with a client, and therefore would change a diagnosis.
Calling and Begging With Medicaid Offices - was a theme and was defined by how mental
health practitioners communicated with Medicaid offices and advocated for their client’s wellbeing.
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● Checking another provider was a code that demonstrates how mental health practitioners
would call Medicaid offices to check if a client was seeing another provider.
● Begging was a code that emerged from the data which shows how mental health
practitioners would call and plead for their clients to the Medicaid offices.
● Demonstrating a patient qualifies was a code that emerged from participants talking about
how they would call Medicaid offices to advocate or dispute Medicaid’s decisions for
their clients.
Constraining Behavior During Treatment - This theme was defined by how mental health
practitioners explained how Medicaid’s rules constricted their treatment of their clients.
● Only allowing a specific amount of time per session to talk about specific topics was a
code that emerged from the data by how participants mentioned how they have a finite
time for their sessions with their clients. By only having a finite time with their clients, it
dictated what they could work on with their clients.
● Being cognizant of time was code that emerged when participants mentioned how they
would acknowledge the length of sessions with each client.
● Breaking pills in half was a code that emerged from how a participant mentioned how she
would break pills in half for her Medicaid clients.
● Having to explain Medicaid’s rules to a client during treatment was a code that emerged
from participants mentioning how they would have to explain Medicaid’s rules to their
clients because their clients did not comprehend all of Medicaid’s rules.
Changing Amount of Clients - This theme of patient (or caseload) management as a response to
Medicaid’s communicative practices emerged in terms of seeing fewer clients overall and
terminating patients who do not pay bills or consistently do not show for appointments.

80

● Prior authorization forms was a code for this theme as well because of how tedious prior
authorization forms are. The prior authorization forms led to mental health practitioners
needing more time to fill out the prior authorization forms than to treat clients.
● Not being able to pay bills was a code that emerged from participants talking about
having to terminate clients who could not pay their medical bills.
● No-Show Rule was a code that emerged from participants mentioning the Medicaid
policy influencing their treatment by terminating clients who “no show” the practitioner
multiple times.
Dealing With Payment Issues was a theme defined by how the mental health practitioners
responded to clients’ issues of payment and how patients struggle to pay for care or have care
covered by Medicaid.
● Sliding Scale Fee Service was a code and was defined by phrases that reference the
importance or benefits of helping clients pay their bills by being lenient with their
payment method.
● Amount of Sessions was a code that emerged from the data by how mental health
practitioners discuss how Medicaid limits the number of sessions a client may receive
and how mental health practitioners respond to the issue.
● No Show Fees was a code and can be defined by participants explaining how the noshow policy of Medicaid impacted their treatment and payment methods with their
clients.
● Billing Certain Services was a code that emerged from the data and can be defined how
mental health practitioners would adjust bills and codes to ensure the clients were not
denied services.
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Combating Transportation Issues was a theme that emerged from the data and was defined by
referencing how transportation could impact the treatment of Medicaid or low income clients.
● Nevada Transportation was a code that emerged from the data and was defined by how
mental health practitioners mentioned the transportation obstacles for Medicaid clients in
Nevada.
● Minnesota Transportation was a code that emerged from the data and was defined by how
mental health practitioners handle Medicaid clients who were impacted by the lack of
transportation to treatment sessions.
● Kansas Transportation was a code that emerged from the data and can be defined as
mental health practitioners from Kansas who mentioned transportation obstacles for
Medicaid and low income clients who are being treated for mental illness.
● Telehealth was a code that emerged from the data and can be defined as how mental
health practitioners used Telehealth to combat the transportation issues for Medicaid and
low income clients who are seeking treatment for their mental illness.
Not Accepting Medicaid was a theme that was defined by how mental health practitioners
mentioned how they do not accept Medicaid due to various reasons.
● Tedious paperwork was a code that emerged from the data by how mental health
practitioners discuss that they or someone they know does not accept Medicaid due to the
tedious paperwork.
● Reimbursement rates was a code and was defined by words and phrases that associate
how mental health practitioners are compensated by insurance companies or how
individuals in poverty must pay for Medicaid treatment.
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Appendix F
Audit Trail
Included in Study?

Rationale to be
included in study

Date of Interview

Pseudonyms of Participants

Yes

Did have Medicaid
clients

3/31

Alan

Yes

Did have Medicaid
clients

4/2

Michael

Yes

Did have Medicaid
clients

4/2

Sarah

No

Did not have any
Medicaid clients

4/6

Olivia

Yes

Did have Medicaid
clients

4/7

Sophia

Yes

Did have Medicaid
clients

4/7

Fiona

Yes

Did have Medicaid
clients

4/8

Steve

Yes

Did have Medicaid
clients

4/10

Emma

Yes

Did have Medicaid
clients

4/12

Ava

No

Did not have any
Medicaid clients

4/12

Noah

Yes

Did have Medicaid
clients

4/14

Alyssa

Yes

Did have Medicaid
clients

4/15

Rebecca

Coding Process
Adjusting Behavior was an initial theme that emerged from the data. Adjusting Behavior was
eventually changed to Adjusting Paperwork as a theme to better represent the codes and data
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from the participants.

Calling and Begging With Medicaid Offices was originally a theme called Communicating With
Medicaid Offices. The theme was changed to be more specific and representative of the codes.
They arose from many mental health practitioners mentioning how they would call Medicaid
offices to advocate for their clients or to call about Medicaid rules.

Constraining Behavior During Treatment was originally arose from the data by how mental
health practitioners discussed Medicaid’s rules impacting their treatment and influencing them

Changing Amount of Clients arose from the data to describe how mental health practitioners are
influenced by Medicaid’s rules to change the number of Medicaid beneficiaries they are able to
treat.

Dealing With Payment Issues was originally Payment issues and was changed to encompass how
mental health practitioners respond to Medicaid’s communicative practice of payment for their
services.

Combating Transportation Issues was originally transportation. The theme was modified to
encompass how mental health practitioners respond to Medicaid clients’ issues with
transportation.

Not Accepting Medicaid was a theme that has kept its original name. The theme encompasses
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the mental health practitioners who explained they do not accept Medicaid as a form of insurance
due to the rules and regulations.

An example of a theme that was too broad was Diagnosis and Treatment. It was too broad and
did not directly answer the RQ; however, it was constituted as a communicative practice
mandated by mental health practitioners

Sliding Scale Fee Service – which was a code - moved to Dealing with Payment Issues because
it was constituted as a communicative practice mandated by mental health practitioners

Lack of Resources was a theme that was initially used to answer the RQ. Lack of resources was
then struck from the study as it was determined that it was not relevant to the research question.
Lack of resources had codes underneath the theme, such as transportation.

Stigma was a theme that originated from the data. Stigma was struck from the study as it did not
constitute as a communicative practice as it was not a “day-to-day” activity.
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